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COLLECTIVE REVIEW 


MINERAL OIL GRANULOMA OF THE LUNGS: 
AN EVALUATION OF METHODS FOR IDENTIFICATION 


OF MINERAL OIL IN TISSUE 


ROBERT W. JAMPOLIS, M.D., JOHN R. McDONALD, M.D., and 
O. THERON CLAGETT, M.D., F.A.C.S., Rochester, Minnesota 


INERAL oil granuloma of the lungs 
is not a new disease. For the past 
several decades it has been of par- 
ticular interest to the pathologic 

anatomist, the pediatrician, and the internist. 
However, in recent years it has come also into the 
realm of the thoracic surgeon, partly because of 
the increased number of thoracic roentgenograms 
that are being taken by mobile units throughout 
the country and partly because of the opinion of 
physicians nowadays that all indeterminate le- 
sions of the lungs warrant an exploratory thora- 
cotomy. The discussion which follows concerns 
itself chiefly with the first such lesion to t 
resected at the Mayo Clinic and an analysis 0° 
various methods used for the identificatic: of 
mineral oil in the tissues. 


CLASSIFICATION OF LIPIDS 
The terms “fat,” “oil,” “lipid,” and “lipoid” 
have been bandied about in the medical literature 
interchangeably and confusingly. A classification 
(21) whereby this whole group of related sub- 
stances is referred to simply as “‘lipids” with sub- 
divisions into simple lipids (for example, palmitin), 
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compound lipids (for example, lecithin), and de- 
rived lipids (that is, derived from members of the 
other two classes, for example, palmitic acid and 
cholesterol) seems more precise. To this must be 
added the fourth type of lipid, the one with which 
we are concerned in this article, namely, the 
petroleum products such as mineral oil. Broadly 
speaking, substances like benzene and kerosene 
are mineral oils, but the mineral oil of which we 
speak is a mixture of liquid, long chain, saturated 
hydrocarbons obtained from petroleum. Liquid 
paraffin and liquid petrolatum are synonyms of 
the latter. Oil is fat that is liquefied above 20 de- 
srees C., and the term‘ ‘lipoid’ ’is best used for any 
substance with physical properties resembling 
those of fat. 

Fat in the lungs that can be seen through the 
ordinary microscope comes from one of four 
sources (15). The first source is fat emboli fol- 
lowing fractures of the long bones and crushing 
injuries to the extremities. The second, one might 
consider as the lipoid histiocytic diseases such as 
Gaucher’s and Niemann-Pick’s diseases. The 
third source, and by far the most prevalent one, is 
endogenous like the first two. The fat comes from 
the cells themselves. It was originally intracel- 
lular fat, chiefly in the form of cholesterol esters, 
lecithin, and fatty acids. Because of infection, as 
in an area of pneumonitis distal te some bronchial 
obstruction, the cell membrane is broken down 
and the fat becomes extracellular. It is then en- 
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gulfed by macrophages, which are called _lipo- 
phages, and can be stained and readily seen in 
histologic sections. Finally, there is the fat of 
exogenous origin, either animal, vegetable, or 
mineral, which gains entrance to the lungs through 
the nose or mouth and slides down the tracheo- 
bronchial tree, eventually to land in the alveoli. 


HISTORY 


The first report in the literature of the use of 
mineral oil for medicinal purposes was made in 
1869 by Mulvany. In a patient with obstructing 
“erysipelatous laryngitis” he “by means of an 
atomizer, threw about a drachm of coal oil, in the 
form of spray, into the larynx and trachea every 
two hours.” Rosenberg (79, 80) in 1885 and 1887 
advocated the intranasal use of olive oil and 
menthol in the treatment of tuberculous laryn- 
gitis. A few years later Campbell treated patients 
having respiratory difficulties with as much as 100 
cubic centimeters of menthol and olive oil through 
the larynx in 24 hours. For the next 25 years this 
practice was continued, and it was not until 1917 
that Waters, Bayne-Jones, and Rowntree pointed 
out the possibility that these oils might be detri- 
mental. In their early attempts at bronchography 
with iodoform in olive oil, 3 of their dogs died of 
proliferative bronchopneumonia. However, Ly- 
nah, and Lynah and Stewart, using bismuth sub- 
carbonate in pure olive oil, were able to map out 
the tracheobronchial tree in patients with no im- 
mediate harmful effects and pointed the way to 
the introduction of iodized oil (lipiodol) as a radio- 
paque contrast medium by Sicard and Forestier in 
1922. By this time chaulmoogra oil in liquid 
petrolatum (58) was in vogue in the treatment of 
pulmonary conditions, but a note of warning was 
sounded by Corper and by Corper and Freed that 
foreign substances put in the tracheobronchial tree 
for diagnosis or treatment might cause harm. 
They showed experimentally that chaulmoogra oil 
used intratracheally could lead to bronchopneu- 
monia and abscess formation in a short time, and 
that mineral oil and olive oil could remain in the 
lungs for months and then cause proliferative 
pneumonia. 

From Laughlen in Toronto, Ontario, in 1925, 
came the first report of lipoid pneumonia in 
human beings. He presented data on 4 cases in 
which autopsy had been performed (3 of the pa- 
tients had been children) and in all of which 
menthol and albolene (mineral oil) had been used 
for the treatment of nose and throat infections. 
The lungs at autopsy showed bronchopneumonia 
with cells containing fat droplets which could be 
readily seen by staining with Sudan III. Laughlen 
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was also able to reproduce the pathologic picture 
in rabbit lungs by the instillation of mineral oil 
down the trachea. 

It was Pinkerton (68, 69), however, in 1927 and 
1928, who made the first classic studies of the re- 
actions of oils and fats on pulmonary tissue, and 
very little has been added to our knowledge of this 
subject since that time. He reported data on 6 
cases in which pneumonia in infants and children 
was due to lipids. In 3 cases the lesion was due to 
mineral oil; in 1 of these it was a true paraffinoma 
(a localized tumorlike mass of granulomatous 
tissue due to mineral oil, which clinically re- 
sembles a neoplasm), the first ever to be described. 
This lesion occurred in a child aged 6 years, who 
had been given nose drops containing liquid petro- 
latum and who had been given liquid petrolatum 
by mouth also for a considerable period. Cod 
liver oil, milk fat, and egg yolk were the offending 
agents in the other cases. Pinkerton then went to 
the laboratory to obtain some experimental data 
on the reactions of the various oils in the lungs of 
rabbits and puppies. He injected vegetable oils 
(poppy seed, sesame, and olive oils), animal oils 
(cod liver oil, milk fat, lard oil), and mineral oil 
intratracheally into these animals. He came to the 
conclusion that the vegetable oils produced little 
reaction, with the exception of chaulmoogra oil 
which led to acute pulmonary necrosis. The 
animal oils produced a typical bronchopneumonic 
process within a few days, while the reaction to 
mineral oil was somewhat intermediate in severity 
between the other two. All types of oil tended to 
remain in the lungs for weeks or months. The 
amount of necrosis of the lung tissue, it was be- 
lieved, was due to the amount of free fatty acids 
in the oils and the speed of their hydrolysis, and 
since the animal fats had, in general, a higher de- 
gree of unsaturation than vegetable or mineral 
oils they produced the most tissue damage. 

For the next 20 years, more than 400 cases of 
lipid pneumonia were reported by many authors 
(1, 2, 5, 8, 16, 29, 36, 42, 51, §2, 61, 62, 67, 76, 77, 
83, 84, 89, 93) and further details of the pathology 
and clinical manifestations were recorded. In 
1947 Janes presented data on 2 cases of pulmonary 
mineral oil granuloma which simulated broncho- 
genic carcinoma, and thus stimulated interest in 
this disease among thoracic surgeons. Data on 
such a case in which the lesion was explored as an 
indeterminate lesion of the lung, are presented in 


this paper. 
REPORT OF A CASE 


“The patient was a housewife from Arkansas, 
aged 51 years, who was admitted to the Mayo 
Clinic on October 13, 1949. Her family history 
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Fig. 1. Posteroanterior view of the chest showing poorly 
circumscribed lesion in left lower lobe. 


was negative. She had had three previous abdom- 
inal operations: a uterine suspension and appen- 
dectomy in 1923, a second uterine suspension and 
cholecystostomy in 1925, and finally a hysterec- 
tomy and cholecystectomy in 1939. Malaria de- 
veloped in 1942, and she had been told many years 
before that she had amebiasis. However, for at 
least 7 years before admission she had felt well. 
“Her chief complaint was general malaise and 
weakness of 7 months’ duration. This weakness 
first developed in April, 1949. In June, 1949, she 
had for the first time a slight morning cough pro- 
ductive of 1 teaspoonful of whitish sputum. The 
productive nature of the cough subsided within 2 
weeks, but the nonproductive cough persisted 
until the time of admission. She at no time ex- 
perienced any dyspnea, wheezing, hoarseness, 
hemoptysis, fever, or loss of weight. In August, 
1949, a vague aching was noted in the left side of 
the chest and occasionally in the right side. This 
aching was worse when she was lying in bed at 
night than in other positions, but had no relation 
to exertion or breathing. A month later she con- 
sulted her local physician who on roentgenoscopy 
found a shadow in the left lower lobe behind the 
heart. When the lesion failed to decrease in size 
after several weeks of sulfadiazine and aureomycin 
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Fig. 2. Left lateral view of the chest showing that the 
lesion is situated behind the heart. 


therapy she was referred to the clinic. Consider- 
able nervousness and night sweats appeared a few 
weeks prior to admission. 

“Physical examination revealed a well nourished 
and well developed middle-aged woman not 
acutely ill. Her temperature was 98.6 degrees F., 
pulse 84, and respirations 20. Her systolic blood 
pressure was 120 millimeters of mercury with a 
diastolic pressure of 80. She weighed 138 pounds 
(about 63 kilograms). Aside from the healed 
abdominal scars, a firm liver edge which descended 
two fingers below the costal margin on inspiration, 
and a slight vaginal discharge, the results of phys- 
ical examination were normal. Her hemoglobin 
was II.9 grams per 100 cubic centimeters (80 per 
cent). The leucocyte count was 6,400 per cubic 
millimeter of blood, and the Kline reaction was 
negative. The results of routine urinalysis were 
also negative. Two stool examinations could 
demonstrate no parasites. The single strength 
tuberculin reaction (PPD) was doubtful but the 
reaction was 3 plus on second strength. The re- 
sults of two sputum tests for acid-fast bacilli and 
malignant cells were negative. A smear from the 
vagina revealed Candida albicans. 

“Posteroanterior and left lateral roentgeno- 
grams of the chest showed a poorly circumscribed 
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Fig. 3. Left bronchogram reveals a contracted left lower 
lobe with incomplete filling of the bronchial tree of that lobe. 


mass in the left base just behind the heart (Figs. 
1 and 2). Bronchoscopy was performed, and the 
bronchial tree was carefully inspected. The vari- 
ous divisions of the left lower lobe and the lingula 
of the left upper lobe were inspected with the aid 
of the fore-oblique telescope. No evidence of any 
tumor or other obstructing lesion could be dem- 
onstrated. A small amount of sterile saline 
solution was instilled first into the lingula and sub- 
sequently into the anteromedial basilar segment 
of the left lower lobe and then was re-aspirated for 
cytologic studies. This also proved to be negative 
for malignant cells. A left bronchogram was then 
taken after 20 cubic centimeters of chloriodized 
oil (iodochlorol) were given through a catheter 
(Figs. 3 and 4). This revealed a contracted left 
lower lobe with incomplete filling of the bronchial 
tree of that lobe. 

“Tt was obvious then that in spite of the pa- 
tient’s diagnostic work-up we were still confronted 
with a lesion in the left lower lobe of undetermined 
origin. Consequently an exploratory thoracotomy 
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Fig. 4. Oblique view showing same things as in Fig- 
ure 3. 


was advised and carried out on October 28, 1949. 
Nitrous oxide, oxygen, and ether were the 
anesthetic agents used, and an intratracheal tube 
was inserted. A curved posterolateral incision was 
made on the left side, and a long segment of the 
seventh rib was resected subperiosteally. The 
pleural space was entered through the bed of the 
seventh rib and was found to be entirely free. 
Scattered over the surface of the upper lobe and 
over the parietal pleura in the neighborhood of the 
descending aorta were a number of tiny pearl- 
white bodies from 1 to 2 mm. in diameter. Several 
of these were removed and sent to the pathologist. 
They seemed to be incidental to the primary 
lesion. The latter was about 5 cm. in diameter and 
was occupying the medial portion of the lower lobe 
just inferior to the hilus. It was very hard. The 
pleura over its surface was scarred and puckered, 
and the process extended across the interlobar 
fissure. It had all the gross characteristics of car- 
cinoma. A specimen was taken from the surface 
of the lesion, and the pathologist reported, after 
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Fig. 5. Gross appearance of left lower lobe showing 
puckering of visceral pleura overlying the granuloma. 


examination of fresh frozen sections, that it and 
the smaller lesions mentioned previously were oil 
granulomas. Therefore, a pneumonectomy was 
not considered, and a left lower lobectomy was 
carried out. 

“The branches of the pulmonary artery to the 
left lower lobe were doubly ligated and divided. 
The inferior pulmonary vein was doubly ligated 
with transfixion ligatures and divided. The 
bronchus to the lower lobe was isolated just below 
the origin of the upper lobe bronchus and cut 
across, its end being closed with interrupted silk 
sutures in an airtight manner by the Sweet tech- 
nique. The bronchial stump was buried beneath a 
flap of pleura. The lobes were separated in the 
lower end of the fissure by a combination of blunt 
and sharp dissection. The superficial defect in the 
inferior surface of the lingula was repaired with in- 
terrupted silk sutures. The pleural space was 
irrigated with saline solution. The upper lobe 
expanded promptly and completely. Two cubic 
centimeters of dolamin were injected about each 
of the posterior ends of the fifth, sixth, seventh, 
eighth, and ninth intercostal nerves. A No. 30 
whistle-tipped catheter was brought out through 
the ninth interspace in the posterior axillary line 
for temporary closed intercostal drainage. The 
chest was closed in layers with chromic catgut and 
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Fig. 6. Same specimen as in Figure 5 looking down on cut 
section of the granuloma. 


with a continuous locking stitch of silk in the skin. 
The loss of blood, estimated by the sponge weight 
method, was 130 cubic centimeters. 

“The large granuloma measured 4.5 by 3.5 by 
3.0 centimeters. The overlying pleura was puck- 
ered, and the lesion itself was grayish white, quite 
firm, and greasy on the cut surface (Figs. 5 and 6). 
Microscopically one could readily see that the 
normal alveolar pattern was gone. Instead, there 
were many lipophages surrounded by giant cells, 
lymphocytes, and much fibrosis (Figs. 7 and 8). 
Cultures of the tissue for acid fast bacilli, Bru- 
cella, fungi, and other pathogens were negative. 
Chemical analysis (see later) revealed the offend- 
ing agent to be mineral oil. 

“The patient was somewhat of an amateur 
singer, and postoperatively she told us that before 
each recital for the past 10 years she would throw 
back her head, pull out her tongue, and drop min- 
eral oil into her oropharynx, letting it run down 
over her larynx while panting. She estimated that 
she used 3 to 4 fluid ounces (about go to 120 cubic 
centimeters) of oil in all. Also since the beginning 
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Fig. 7. Microscopic section through mineral oil granu- 
loma of the lung illustrating complete loss of normal 
architecture except for cartilage, mucous glands, and 
pseudostratified columnar epithelium. 


of her present illness she used a total of 1 fluid 
ounce (about 30 cubic centimeters) of oily nose- 
drops. Therefore, in this particular case we have a 
history of mineral oil aspiration. 

“The patient made an uneventful recovery ex- 
cept for a mild sterile pleural effusion which 
developed on the seventh postoperative day and 
responded to several thoracenteses. She left the 
hospital on the twelfth postoperative day with her 
incision completely healed. A letter from her local 
physician 6 weeks later stated that she was feeling 
well except for slight dyspnea and weakness on 
exertion which was improving. Her roentgeno- 
gram at that time showed the left upper lobe to be 
completely re-expanded and filling the whole left 
side of the chest (Fig. 9). There was also some 
thickened pleura at the base of the lung on the left 


side.” 
PATHOGENESIS 


Mineral oil is a light, bland oil which usually 
tends not to excite the cough reflex, especially 
when ingested or inhaled in small doses (12). It 
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Fig. 8. Higher power of section shown in Figure 7. Note 
large clear spaces representing mineral oil engulfed by 
lipophages. Also note giant cells, lymphocytes, epithelial 
cells, and fibrous tissue. 


therefore flows readily from the pharynx into the 
larynx and thence down the tracheobronchial tree. 
Laughlen was the first to show that when it is 
administered through the nose or mouth it will 
find its way to the alveoli without any attempt to 
make it do so. This has been well illustrated by 
Pirie in discussing an article by Pierson. He cited 
an experiment of his colleague, Bethune, who 
passed a nasal catheter into his nose until the tip 
was in the posterior pharynx. Five cubic centi- 
meters of iodized oil (used instead of mineral oil 
because of its radiopacity) were put into the tube 
and prevented from escaping by a catch mecha- 
nism near the tip of the tube. He then drank two 
bottles of ale and went to sleep on his back. While 
he was asleep the house surgeon slipped in and re- 
leased the catch, thus allowing the oil to drip into 
his pharynx. The next morning, without his being 
moved, a roentgenogram of his chest was taken 
and all of the oil appeared in his right lung. Other 
authors (37, 66) have shown, however, that if the 
head is not tilted backward during the time the oil 














is instilled into the nose or mouth it usually will 
not pass through the larynx and into the lungs. 

Since there is little stimulus to expectorate the 
oil, the cilia lining the respiratory passages are the 
only line of defense against the force of gravity 
which causes the oil to reach the alveoli. Many of 
the commonly used oily nose drops actually im- 
pair the ciliary action and even destroy the res- 
piratory epithelium (24, 27). Menthol, which is 
so commonly found in nasal preparations, has also 
been found to depress the ciliary action (55). 
Proetz has likewise shown experimentally that oils, 
by lying on the mucous blanket covering the cilia, 
greatly decrease the effectiveness of their beat. 

The disease is seen most commonly at the two 
extremes of life (44). It was first described in in- 
fants, physically defective or comatose children, 
and aged, debilitated, bedridden adults who had 
some interference with the act of swallowing. 
Many had depression of bulbar function, other 
neurologic lesions, cleft palate, harelip, or other 
local disorders which made swallowing difficult 
(25, 61). In babies this causes much gagging, 
choking, and coughing if gavage or forced feeding 
is performed, with consequent aspiration of oil into 
the lungs. Both mineral oil and cod liver oil are 
the offenders in these cases. In the elderly, chron- 
ically ill patient, constipation is a problem, and 
the common remedy is mineral oil. If dysphagia 
is present there is a strong possibility that the oil 
will enter the trachea instead of the esophagus and 
produce granulomatous changes. Esophageal ob- 
struction from carcinoma 30), and regurgitation 
from pharyngoesophageal diverticula (g1) and 
cardiospasm (94) will likewise lead to aspiration 
into the lungs. Experimental work by Policard 
(72, 73) on rats and guinea pigs has revealed that 
oil may also get to the lungs by way of the peri- 
toneal lymphatics into the thoracic duct, general 
circulation, and pulmonic system. 

Another common cause of mineral oil granu- 
lomas was the indiscriminate and overenthusiastic 
use of oily nose drops and throat lubricants by 
healthy persons. While the quantity of oil ad- 
ministered at one time may be small, daily use 
over long periods may lead to considerable accu- 
mulation of the oil in the lungs. Fischer-Wasels 
has reported the case of a woman, aged 70 years, 
who used menthol nose drops in a paraffin base for 
years. She died after an illness of 2 years, during 
which time her respiratory function became greatly 
diminished. At autopsy paraffinomas were found 
in each hilus, and more than 100 cubic centimeters 
of mineral oil could be extracted from them. 
Another case 7) was that of a man, aged 52 years, 
who for ro years put from 50 to 100 cubic centi- 


JAMPOLIS et at.: MINERAL OIL GRANULOMA OF THE LUNGS 


Itt 














Fig. 9. Roentgenogram of the chest taken 8 weeks 
postoperatively. Left upper lobe has completely re-ex- 
panded, filling the whole left side of the chest. There is 
some thickened pleura at the left base. 


meters of paraffin oil into his nose every night to 
“oil” his throat and larynx. Large nodular den- 
sities in both lower lobes could be seen roentgeno- 
graphically. 

Courcoux wrote of a woman who inhaled min- 
eral oil vapors for three-quarters of an hour while 
cooking French-fried potatoes; opaque lesions 
developed on the roentgenogram, which extended 
trom the hilus into the right upper and middle 
lobes. Davis cited another case of mineral oil 
granuloma of the lung in a man, aged 47 years, 
who instilled 7 gallons of medicated liquid petro- 
latum into his throat yearly for 9 years. There- 
fore, after many clinical reports of lipoid pneu- 
monia were made and after the experiments of 
Walsh and Cannon, the Council on Pharmacy and 
Chemistry of the American Medical Association 
in 1942 voted to omit from New and Nonofficial 
Remedies all types of nasal inhalants containing 
liquid petrolatum because of the danger of lipoid 
pneumonia and because isotonic aqueous solu- 
tions are equally effective (19). 


PATHOLOGY 


The first reports on the pathologic nature of oil 
in the lungs came from French workers (31, 32). 
They attempted to distinguish the fat of endog- 
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enous origin from that of exogenous origin found 
in the large lipophages. They injected olive oil 
into the trachea of rabbits and dogs and found the 
alveoli filled with mononuclear cells which had 
engulfed the oil (35, 38). They also noted the 
influx of neutrophils and eosinophils into the sur- 
rounding tissues. Early experimental work done 
in this country on oils was mostly with iodized oil 
(lipiodol) and pointed to its innocuous nature (4, 
9, 41). Recently, however, Joyce has reported 6 
cases of iodized oil granulomas of the lung. 

Laughlen and Pinkerton (68) again were the 
first to describe the morbid anatomy in mineral 
oil granulomas, and many excellent accounts have 
followed (28, 33). The lesions are usually situated 
in the more dependent portions of the lungs and 
are frequently bilateral. They are firm, either 
diffuse or nodular, well demarcated, and can vary 
from the size of a pinhead to involvement of the 
whole lung. The visceral pleura overlying the 
mass may either be protruded above the surface 
or be puckered. When one cuts through the lesion, 
oil will exude from the cut surface and be present 
on the knife. The color of mineral oil granulomas de- 
pends on their age, the early ones being yellow, while 
the older ones turn gray and white and become 
harder with age as more and more fibrosis occurs. 
Finally, when the entrapped oil is in nothing 
more than a hyaline fibrous tissue containing lit- 
tle or no air the lesion is called a “paraffinoma.”’ 

When the oil reaches the alveoli it is first emul- 
sified. Most of it is phagocytized by large macro- 
phages, then called “foam cells” or “lipophages.” 
These may often resemble signet ring cells (78). 
The alveolar epithelium becomes cuboidal and 
may be several layers thick. Inflammatory exu- 
date then enters the alveoli, and occasionally some 
inflammation of the bronchial mucosa and peri- 
bronchial tissues also develops. Cannon and 
Walsh, on injecting purified mineral oil intra- 
nasally into rabbits, observed the development of 
acute pulmonary edema. They postulated that 
the oil caused injury to the pulmonary capillaries 
which led to an increase in capillary permeability 
and seepage of albumin into the alveoli. A re- 
ticulum of collagenous fibers develops between the 
macrophages also within the alveoli, and the oil 
becomes fixed in fibrous tissue, thus obliterating 
many of the air spaces. Within the fibrous tissue 
and surrounding the lipophages may be found 
areas of necrosis encircled by giant cells and epi- 
thelioid cells resembling tubercles, which give the 
microscopic picture of a granuloma. 

Thus the oil may become encysted in a gran- 
uloma, it may be expectorated, or it may be taken 
by the lymphatics to the mediastinal lymph 











nodes (75, 88). Cases have been reported (70, 100) 
in which deposits of lipoid material have been 
found in the liver, spleen, kidneys, adrenals, and 
ovaries, presumably an embolic phenomenon from 
a paraffinoma in the lung. Recently, Hastings has 
described vascular changes in the pulmonary ves- 
sels consisting of intimal swelling, muscle degener- 
ation, and proliferation of the elastic tissue lead- 
ing to contraction of the lumen. 

If a granuloma is formed, lung tissue is de- 
stroyed, and if the destruction is extensive, pul- 
monary function may be greatly diminished. 
Paraffinomas may also cause bronchial obstruc- 
tion which will lead to obstructive pneumonitis 
and often more lipoid granulomas of an endog- 
enous origin. Recurrent bronchopneumonia with 
subsequent bronchiectasis, abscess formation, and 
empyema is also seen as a complication of the dis- 
ease (39). Sante cited 2 cases of bronchogenic 
carcinoma with histories of the ingestion of min- 
eral oil for years, and suggested the possible car- 
cinogenic effects of mineral oil. However, there is 
no good evidence as yet to substantiate any malig- 
nant potentialities of a mineral oil granuloma. 
Shimkin (85, 86) and Twort and Lyth succeeded 
in producing lung tumors in mice by the intra- 
tracheal administration of mineral oils. These 
oils, however, were not the saturated aliphatic 
hydrocarbons commonly called “mineral oil” but 
rather aromatic hydrocarbons like methylcho- 
lanthrene and benzpyrene. Also, most of the 
tumors arose not from the bronchi but from the 
alveolar epithelium and did not metastasize. Ex- 
perimental work by Saenz and Canetti, and La- 
porte implies that mineral oil in the lung predis- 
poses to tuberculous infection, but this has not 
been substantiated clinically. 


CLINICAL COURSE 


Patients with mineral oil granulomas may be 
practically asymptomatic unless complications 
develop. If symptoms are present the history is 
often vague. A hacking cough, chest pain, and 
dyspnea are complained of frequently, and if 
pneumonitis occurs sputum and a low grade fever 
are observed. Resolution is slow and is marked by 
remissions and exacerbations. The disease in 
children causes a rapid respiratory rate without 
true dyspnea and may result in malnutrition, 
stunted growth, and general debility (48). Hemop- 
tysis occurred in half of the 10 cases presented by 
Tchertkoff and Ornstein, and according to Hast- 
ings may be dangerous. Hastings reported 2 cases 
in which death occurred as a result of massive 
hemoptysis following bronchoscopy or bronchos- 
copy and biopsy. 
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ROENTGENOSCOPY 

There is nothing pathognomonic about the 
roentgenogram of the chest to allow one to make a 
diagnosis of mineral oil granuloma. Most sug- 
gestive is the persistent nature of the lesions in 
spite of a paucity of physical signs. The lesions 
are often bilateral and affect particularly the pos- 
terior divisions of the lower lobes because of grav- 
ity. The right lower lobe is more often involved 
than the left lower lobe, presumably because the 
bronchus to it is narrower and comes off at a 
greater angle. In the early stages there may be 
only miliary mottling near the hilus, but with pro- 
gression of the disease consolidation and contrac- 
tion occur. The true paraffinoma, however, is 
usually an irregularly shaped discrete shadow 
simulating carcinoma or other discrete lesions. 
Complications such as emphysema, pleural effu- 
sion, and obstructive pneumonitis also occur (50). 


DIAGNOSIS 


A history of excessive use of mineral oil in the 
form of nose drops, throat sprays, or laxatives 
should alert one to the possibility of lipoid 
granuloma of the lung. This is true particularly if 
vague pulmonary symptoms are encountered in an 
infant or elderly person having trouble with 
deglutition. However, mineral oil granulomas 
occur in the lungs of people giving no history of 
excessive ingestion of the oil in any fashion, as 
exemplified by the 2 cases of Janes. Others who 
take mineral oil every day have no pathologic 
changes to show for it, and Janes raised the ques- 
tion as to the susceptibility of the individual to 
mineral oil. 

In 1936 Davis presented data on 3 cases of 
mineral oil granuloma in which monocytes con- 
taining oil droplets were identified in the sputum 
even years after the last ingestion of oil. Re- 
cently Losner and his coworkers studied the 
sputum of patients with long histories of mineral 
oil intake. The patients were placed on a strict 
fat-free diet for 4 to 7 days, and 3 to § 24-hour 
collections were stained with Wright’s stain and 
Sudan IV and studied under the microscope. 
Vacuoles in macrophages or abundant extracel- 
lular fat were seen in the sputum of patients with 
lipoid pneumonia but not in that of a control 
group. Losner and his coworkers stressed the pro- 
cedure as a simple and reliable one which may 
obviate resection of valuable lung tissue. 

In 1942 Farber, Carpenter, and Pellicano con- 
firmed the diagnosis of mineral oil granuloma by 
aspiration biopsy of the lung, and pointed out that 
infection, spontaneous pneumothorax, and hemo- 
thorax might complicate such a procedure. This 
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work was confirmed by Nathanson, Frenkel, and 
Jacobi, who verified 5 of 10 suspected cases of 
lipoid pneumonia in this manner. They pointed 
out that while a positive biopsy means oil pneu- 
monia, a negative one does not rule out that 
diagnosis. 

Wolman and Bayard, experimenting on rabbits, 
showed that tissues containing mineral oil gave a 
characteristic fluorescence after exposure to ultra- 
violet radiation in a dark room. This test and 
aspiration biopsy are not used extensively clini- 
cally, and it is often difficult to distinguish exogen- 
ous from endogenous fat in the sputum. Con- 
sequently, the diagnosis of mineral oil granuloma 
is usually made on its histologic pattern at autop- 
sy or in the pathology laboratory at the time of 
operation for an indeterminate lesion, full use of 
fresh frozen sections being made to rule out car- 
cinoma and thus point the way to conservative 
management. 

Principally because of its varied appearance on 
roentgenologic examination, the condition may 
easily be confused with other diseases. In its 
diffuse stage it may closely resemble broncho- 
pneumonia or tuberculosis, while the nodular 
form may look exactly like bronchogenic carci- 
noma, bronchial adenoma, pleural mesothelioma, 
or any other type of granuloma such as seen in 
coccidioidomycosis or blastomycosis. Wood re- 
ported an interesting case of bilateral alveolar cell 
carcinoma associated with lipoid pneumonitis in a 
man with sinusitis who had used large quantities 
of oily nose drops for 10 years, and Stokes per- 
formed a right lower and middle lobectomy for a 
cavitating lesion which proved to be an oil gran- 
uloma with abscess formation. 


TREATMENT 


There is no specific treatment for bilateral dif- 
fuse mineral oil granulomas. Symptomatic and 
supportive therapy plus removal of the source of 
oil is all one has to offer the patient. Prevention 
is, of course, of prime importance, and oily nose 
drops and throat sprays should not be used. Min- 
eral oil for laxative purposes should not be given 
to anybody with an impaired swallow or cough 
reflex. 

However, since the clinical and roentgenologic 
picture of the unilateral circumscribed type of 
granuloma (paraffinoma) resembles that of bron- 
chogenic carcinoma, these lesions have recently 
been explored (as was the one reported in this 
article) because of their indeterminate nature 
(84). Once the diagnosis of oil granuloma is 
made, conservation of lung tissue should be the 
watchword and pneumonectomy should be avoid- 





TABLE I.—REACTION OF OSMIC ACID 
(OSMIUM TETROXIDE) WITH FATS 


Unsaturated fat (C=C=C) + OsO, —> OsOQ».5H2O (black 
precipitate). 


Saturated fat (C—C—C) + OsOQ, — No reduction and no 
black precipitate. 


ed if possible. Nevertheless, lobectomy, seg- 
mental resection, or wedge resection (10) should 
be done to remove the lesion, since, as we have 
noted previously, parafinomas may cause serious 
pulmonary complications such as bronchiectasis, 
abscesses, and extensive fibrosis, and sometimes 
may cause death by superimposed overwhelming 
bacterial and viral infections. 

The value of fresh frozen sections in guiding the 
surgeon as to the course he should follow at opera- 
tion is well illustrated by our case and by the cases 
of Janes. He presented data on 1 patient who was 
spared a large resection because the diagnosis of 
mineral oil granuloma was made from a fresh 
frozen section of a biopsy specimen taken at the 
time of operation. In the case of another patient 
who presented a hard mass measuring 6 centi- 
meters in an atelectatic right upper lobe and in 
whom the visceral pleura overlying the mass was 
puckered (as in our case) no biopsy was taken but 
pneumonectomy was done outright. The lesion 
subsequently proved to be a mineral oil granu- 
loma instead of cancer. Had a biopsy been taken 
as in the first case, lobectomy rather than pneu- 
monectomy would probably have been indicated. 


IDENTIFICATION OF MINERAL OIL 


Mulon in 1904 studied the staining reactions of 
various fats with osmic acid. He noted that un- 
saturated fats such as triolein turned black in the 
presence of osmic acid, while such saturated fats as 
stearin and palmitin did not. Osmic acid is not an 
acid at all, having no replaceable hydrogen atom. 
It is the tetroxide of osmium (a noble metal in 
group VIII of the periodic table with an atomic 
number of 76 and an atomic weight of 190.2), but 
it has been erroneously called ‘‘osmic acid’ for 
years. It is not a dye but an unstable oxide. In 
the presence of unsaturated fats and fatty acids it 
is reduced to a black precipitate, osmium dioxide, 
a lower hydrated oxide (14). This reduction does 
not occur in the presence of saturated fats and 
fatty acids (Table 1). Pinkerton (69) made use of 
this reaction in distinguishing mineral oil gran- 
ulomas from those of animal and vegetable origin, 
since mineral oil does not contain double or triple 
bonds in its linkage while most animal or vege- 
table oils do contain them. He first determined 
the presence of fat in formol-fixed frozen sections 
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by means of the ordinary fat stains (49) such as 
scarlet red and Nile blue sulfate. If then the fat 
stained a pale orange yellow with scarlet red and a 
faint pink with Nile blue sulfate while other sec- 
tions of the same tissue failed to stain with osmic 
acid, he assumed that he was dealing with a 
saturated fat, probably mineral oil. Ikeda (43), 
Black, and recently Berg and Burford have used 
essentially these staining reactions in identifying 
mineral oil with apparently much success. 

However, should a paraffinoma: encroach on a 
bronchus and cause obstructive pneumonitis, 
tissue breakdown would occur with release of 
intracellular fat of endogenous origin. The latter 
is a mixture of saturated and unsaturated fats and 
if staining with osmic acid forms a black precipi- 
tate this means merely that the unsaturated fats 
are present in greater proportion. Also such non- 
fatty substances as eleidin turn black in the 
presence of osmic acid, a fact which can also con- 
fuse the issue (56). 

Therefore, analysis of the oil after chemical 
extraction from the tissues is the final diagnostic 
proof as to its nature and should be done in all 
cases. Solubility and boiling points, saponifica- 
tion numbers (40), and iodine numbers, which 
reflect the degree of unsaturation of the fat, can be 
determined. While Graef and Kaplan believe that 
such chemical analysis is superior to histochem- 
ical methods in the identification of the oil, they 
believe the former to be too elaborate, costly, and 
time-consuming to be of practical value. 

We have no quarrel with those who use solely 
the staining methods, employing osmic acid to 
identify the oil. Nevertheless, we wish topoint 
out that the preparation of the slide and its proper 
interpretation take some special training and ex- 
perience to avoid the pitfalls. It also takes several 
days to prepare the slide. Therefore, we believe 
that a method of chemical analysis which is sim- 
ple, fast, economical, and easily reproducible, will 
be superior in most hands to the staining methods 
for the identification of mineral oil. Experiments 
performed to find such a method are presented in 
the next section. 


CHEMICAL ANALYSIS 


A preliminary experiment to confirm the effect 
of osmic acid in vitro on the various types of oil 
was done first. One drop of cod liver oil (navital 
with viosterol) was placed in a small test tube. 
Into a second tube a drop of chloriodized oil, 
into a third a drop of oleic acid, into a fourth 
a drop of palmitic acid, and into a fifth a drop of 
mineral oil was placed. To each tube 5 drops of a 
2 per cent aqueous solution of osmic acid were 
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TABLE II.—REACTION OF OILS OF ANIMAL, VEGE- 
TABLE, AND MINERAL ORIGIN TO OSMIC ACID 








Type of oil | Reaction 
Cod liver oil | Black precipitate within 30 seconds 
Oleic acid | Black precipitate within 30 seconds 








Chloriodized oil | Black precipitate within 60 seconds 





Palmitic acid Specks of lack precipitate in 5 days 


(impurities? 





Mineral oil No black precipitate in 5 days 





added. The results are shown in Table 2. As one 
might expect from the staining reactions with 
osmic acid, the unsaturated oils were reduced 
while the saturated ones were not. An attempt 
was then made to analyze various oil granulomas 
in this manner. 

Small sections of lung tissue showing oil gran- 
ulomas were cut from formolized specimens. Two 
were from areas of obstructive pneumonitis ex- 
hibiting the characteristic gross appearance of oil 
granulomas. One of these specimens was second- 
ary to a middle lobe syndrome, while the other 
was caused by a foreign body in the bronchus. 
Two others resulted from iodized oil and chlor- 
iodized oil granulomas which occurred following 
bronchography. The fifth specimen was from the 
mineral oil granuloma presented in this article and 
the last specimen presented normal lung tissue. 
Each was weighed and then cut into small pieces 
(approximately 1 by 0.5 cm.). They were then 
ground individually in a mortar and pestle for 10 
minutes in a 50 to so mixture of 95 per cent 
alcohol and U. S. P. ether, the alcohol being used 
to dehydrate the tissue and the ether to extract it. 
Three extractions were poured off into a flash 
during this time, and the remainder of the tissue 
with more of the alcohol-ether mixture was placed 
in a beaker over a steam bath. This was boiled 
twice for about 30 seconds, and the extracted 
liquid was again poured into the flask. This solu- 
tion, containing practically all of the lipid in the 
original tissue, was then filtered with suction. 
Ether was then poured over the residue on the 
filter paper, and again suction was applied. The 
resultant clear mixture of lipid, alcohol, and ether 
in the suction flask was poured into a weighed and 
labeled beaker in each case. Several pieces of hard 
coal (to keep the solution from “‘bumping”’) were 
put into each beaker, and each beaker was put 
back on the steam bath to evaporate the alcohol 
and ether. The beakers were then reweighed, and 
by subtracting the weight of the beaker when 
empty from that of the beaker plus the lipid, the 
weight of the latter was determined (Table 3). 
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TABLE III.—SUMMARY: CHEMICAL ANALYSIS OF 


LIPIDS BY MEANS OF SULFURIC ACID 


Per cent) Weight of lipid 
of lipid jafter treatment with 


Weight (gm.) 








Pulmonary tissue | 























‘Thies | Lipid | in ened sulfuric acid (gm.) 

Normal | 4.0 | 0.087 | 2 0.000 
Pneumonitis | | 6.8 0.148 | 2.2 | 0.001 
Pneumonitis II | 4-7 | 0.076 | 1.6 | 0.000 
lodized oil | | 

granuloma 6.4 | 0.144 | 2.30 | 0.001 
Chloriodized oil 

granuloma 1.3 0.094 7.2 | 0.000 
Mineral oil | | | 

granuloma 2.8 0.306 10.9 0.221 








By dividing the weight of the lipid by the weight 
of the whole tissue before extraction one obtains 
the percentage of lipid in the tissue (Table 3). 

Next a small quantity of each lipid was picked 
up with a scoop and washed into small, labeled 
test tubes with petroleum ether. All of the tubes 
were then placed in another beaker filled with 
water over a steam bath to evaporate the petro- 
leum ether. The exact weight of the lipid used in 
each test tube was also determined by the differ- 
ence in weight of the beakers before and after 
scooping some of the lipid out (Table 4). Then to 
each tube was added 5 drops of 2 per cent 
aqueous solution of osmic acid. The results are 
presented in Table 4. 

It should be noted that the lipid from the min- 
eral oil granuloma reduced the osmic acid, al- 


TABLE IV.—SUMMARY: CHEMICAL ANALYSIS OF 
LIPIDS BY MEANS OF OSMIC ACID 
































Lipid from Bd Reaction to 5 drops 
lung tissue in Hi (om) of 2% OsOs 
Normal 0.008 15 seconds brownish black; 
5 minutes blac 
Pneumonitis I 0.006 15 seconds brownish black; 
5 minutes black 
Pneumonitis II 0.007 15 seconds brownish black; 
5 minutes black 
lodized oil 0.010 15 seconds brownish black; 
granuloma 5 minutes black 
Chloriodized oil 0.009 15 seconds brownish black; 
granuloma 5 minutes black 
Mineral oil 0.016 15 seconds brownish black (faint); 
granuloma 5 minutes dark brownish black; 
30 minutes pitch black 
Mineral oil (known)| _—....... ts seconds brownish black (faint); 
+ normal lung 5 minutes dark brownish black; 
30 minutes pitch black 
Mineraloil §$|_..... Clear after 48 hours 
granuloma 
after H2SOs 
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though more slowly than the other lipids. The 
same reaction occurred when known mineral oil 
mixed with lipid extracted from normal lung tissue 
was exposed to osmic acid (Table 4). Therefore, it 
can be assumed that the endogenous unsaturated 
lipid was responsible for the black precipitate, 
thereby partially masking the presence of the 
mineral oil. 

Obviously, a better test for the presence of min- 
eral oil would be to eliminate all the unsaturated 
lipids before adding the osmic acid. Concentrated 
sulfuric acid will react with, and remove from, the 
solution such unsaturated fats or any compound 
containing oxygen as does any neutral fat. This 
principle was made use of as follows: 

Five cubic centimeters of concentrated sulfuric 
acid were added to all beakers containing the lipid 
still remaining after the small amount was scooped 
out for the preceding experiment. The solutions 
were stirred until the lipid that was going to dis- 
solve did so. They were then poured into small, 
labeled test tubes. The solution remaining in each 
beaker was washed with petroleum ether and 
added to the test tubes. Then more petroleum 
ether was added to each solution until the total 
amount of ether in each test tube was about 5 
cubic centimeters. The tubes were then corked 
and allowed to react for several hours. The petro- 
leum ether fraction (above the dark brown sul- 
furic acid and neutral fat fraction) was colorless 
except in the tubes containing chloriodized oil and 
iodized oil. In these the ether fraction was violet, 
which indicated the presence of free iodine. The 
petroleum ether fraction of all tubes was then 
pipetted off into corresponding weighed and 
labeled small beakers. The latter were placed on 
the steam bath to evaporate the petroleum ether. 
The only obvious residue was a bit of colorless oily 
liquid in the mineral oil beaker. This represented 
an actual portion of the mineral oil previously in- 
gested by the patient, since mineral oil, being 
completely saturated and containing no oxygen, is 
the only lipid not affected by sulfuric acid. 

The beakers were then reweighed, and the 
weight of the lipid present after reaction with 
sulfuric acid was determined again by simple sub- 
traction (Table 3). It will be noted that within 
experimental error all of the lipids of animal and 
vegetable origin reacted with the sulfuric acid, 
while the mineral oil did not. 

Finally 2 drops of the extracted mineral oil were 
placed into a test tube with 5 drops of the same 2 
per cent aqueous solution of osmic acid. This solu- 
tion remained clear after 48 hours (Table 4), a fact 
which gave further proof of the identity of the 
mineral oil. 
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In summary, the reaction of sulfuric acid with 
lipid extracted from lung tissue by means of 
alcohol and ether makes it possible to remove all 
neutral fats, whether saturated or unsaturated, 
from solution. Any lipid remaining in the petro- 
leum ether fraction can be only mineral oil. This 
mineral oil will not react with osmic acid, while 
oil extracted from a mineral oil granuloma of the 
lung not so treated with sulfuric acid will reduce 
osmic acid. 


SUMMARY 


1. Mineral oil granulomas of the lung are now 
being seen by the thoracic surgeon and the surgi- 
cal pathologist mainly because they can present 
themselves as indeterminate lesions. They must 
be differentiated from other oil granulomas of 
both exogenous and endogenous origin. 

2. A case of mineral oil granuloma exhibiting 
many of the characteristic features, and in which 
the granuloma was explored as an indeterminate 
lesion of the lung is presented. 

3. The oil enters the lungs via the trachea and 
is seen most commonly at the two extremes of life, 
particularly in persons having difficulty in swal- 
lowing. 

4. In the gross paraffinomas there are usually 
nodular, firm, grayish white lesions which may 
pucker the visceral pleura much like carcinoma. 
Microscopically, the oil is seen within lipophages 
surrounded by giant cells, epithelioid cells, and 
fibrous tissue, giving the typical granulomatous 
appearance. 

5. Such granulomas may lead to bronchial ob- 
struction with subsequent recurrent bronchopneu- 
monia, bronchiectasis, or abscess formation. 

6. A patient with a pulmonary granuloma due 
to mineral oil often is asymptomatic or gives a 
vague history of a hacking cough, chest pain, 
dyspnea, or low grade fever. 

7. The diagnosis may be suspected in a patient 
with persistent roentgenologic evidence of pul- 
monary disease but with few proportionate signs 
and symptoms, especially if a history of excessive 
use of mineral oil in the form of nose drops, throat 
sprays, or laxatives is obtained. Fresh frozen sec- 
tions at the time of operation are an invaluable 
aid in deciding what should be done to the lesion. 

8. There is no specific treatment for the dis- 
ease, but once the diagnosis is made, conservative, 
not radical, resection of the involved portion of the 
lung should be undertaken. 

g. Staining histologic sections with osmic acid 
is one way to identify mineral oil in the tissues. 

10. Final proof of the existence of mineral oil in 
the tissues, we believe, should be determined by 
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chemical analysis. A method is presented in 
which lipid extracted from an oil granuloma by 
means of alcohol and ether is allowed to react with 
concentrated sulfuric acid. Mineral oil will not 
react with concentrated sulfuric acid, while all 
simple, compound, or derived lipids will. 


CONCLUSIONS 


Most mineral oil granulomas of the lung are 
lesions of indeterminate origin. They can mimic 
bronchogenic carcinoma and exploration is usually 
done on the basis of this diagnosis. Fresh frozen 
sections at the time of operation are essential for 
establishing the correct diagnosis which dictates 
conservative rather than radical pulmonary re- 
section. We believe that a chemical analysis of 
the resected tissue such as is described in this 
article is the best way to determine whether or not 
mineral oil is responsible for the granuloma. 
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Giant Cell Reparative Granuloma, Traumatic Bone 
Cyst, and Fibrous (Fibro-osseous) Dysplasia of 
the Jaw Bones. Henry L. JAFre. Oral Surg., 1953, 
6: 159. 

The author describes and interprets giant cell 
reparative granuloma, traumatic bone cyst, and 
fibrous dysplasia as they appear in the jaw bones and 
attempts to show their relation to lesions of a similar 
general character appearing in other parts of the 
skeleton. 

The giant cell reparative granuloma is commonly 
classed as a giant cell tumor, such as that type com- 
monly affecting the long bones. It is not, however, a 
neoplasm in the true sense but a benign local repara- 
tive action in which the giant cells bear a relation to 
the occurrence of hemorrhage and are not elements 
in a tumorous proliferation, as they are in a true 
giant cell tumor of bone. 

It is not a common lesion. It occurs more often in 
females, and mostly between the ages of 10 and 25. 
The roentgenogram shows a round or oval area of 
increased radiolucency, sometimes faintly trabecu- 
lated. The cortex of the jaw bone is thinned and 
expanded, but not perforated. At operation a soft, 
spongy, reddish friable tissue is encountered. Micro- 
scopically, there is hemorrhagic extravasation in a 
loose stroma containing small, spindle-shaped cells. 
Multinuclear giant cells are small and sparsely and 
unevenly distributed. Some fields show edema and 
cystification. One may see some delicate trabeculae 
of newly formed osteoid or bone. 

The treatment of choice is curettage, which rarely 
has to be repeated. Radiation is unnecessary, al- 
though these lesions have been shown to respond to 
it. 

True giant cell tumors, on the contrary, appear 
between the ages of 25 and 40, commonly affect an 
end of a long bone, and are rare in the craniofacial 
skeleton. The author has seen only 1 case in a jaw 
bone. Histologically, true giant cell tumors show 
large numbers of giant cells evenly distributed in a 
cellular stroma of spindle-shaped or polyhedral cells. 
Giant cell tumors often recur after curettage, and 
may even require amputation. They may metasta- 
size to the lungs. 

It is often difficult or impossible to distinguish 
between a giant cell reparative granuloma and the 
“brown tumor” of hyperparathyroidism. The latter 
actually represents a reparative granuloma in which 
the hyperparathyroidism leads to active bone re- 
sorption and fibrous scarring. The brown color is 
due to hemorrhage and the deposition of hemo- 
siderin. Small multinucleated giant cells, which are 
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often clumped, appear in the wake of the hemor- 
rhage. The diagnosis of ‘brown tumor” is suggested 
by an elevated serum calcium level. 

The author discusses a nonodontogenic jaw cyst 
(traumatic bone cyst), which is rare, found especially 
in the mandible and located mainly in the body of 
the bone, to one side or the other. It is seen mainly 
in adolescents. There is often enlargement of the 
affected part of the bone. It is painless at first, but 
pain may develop and gradually increase. 

The roentgenogram shows a more or less well 
circumscribed uniform or trabeculated rarefaction 
shadow, usually without a sclerotic border. The 
periodontal lamella about the roots of the teeth in 
the vicinity of the cyst is usually intact. 

This cyst contains serous fluid and is lined by a 
connective tissue membrane which distinguishes it 
from the epithelium-lined follicular or dentigerous 
cyst. The traumatic bone cyst seems to be the 
counterpart of the so-called solitary unicamerate 
bone cyst which occurs mainly in older children and 
adolescents and involves the larger long bones of the 
limbs. Both of these cysts are believed by many to 
be traumatic in origin, resulting from encapsulation 
and alteration of an intramedullary hemorrhage 
following a nonfracturing trauma. 

The author points out that these bone cysts do 
not commonly occur at the ankle, the most common 
site of the type of injury supposed to cause them. He 
believes that the nonodontogenic mandibular cysts 
represent an aberration in the development of the 
local osseous tissue. 

Instances of fibrous dysplasia limited to a jaw bone 
are not very common. Like fibrous dysplasia in 
general, it is more common in females than males and 
a swelling of the affected mandible or maxilla is 
often already noted by the time the patient has 
reached adolescence. The lesion itself is seldom 
painful and it is the swelling that first draws atten- 
tion to the condition. 

The roentgenogram is helpful in arriving at the 
diagnosis. The antrum is often encroached upon 
and sometimes obliterated. The cortex of the bone 
is often thinned but still recognizable. In the man- 
dible the body of the bone is most involved. 

Pathologically, the fibro-osseous tissue in the 
interior of an affected bone area may vary in respect 
to the proportion of the fibrous to the osseous ele- 
ments. Focal degeneration or hemorrhage may lead 
to cystic areas. In areas of organizing hemorrhage, a 
few scattered or clumped multinucleated giant cells 
may be found. 

In the treatment of fibrous dysplasia of the jaw 
bones, drastic surgery is rarely indicated. When 
necessary at all, surgery can be limited to what may 
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seem desirable to form a smooth base for a prosthesis, 
or to correct a disturbance of temporomandibular 
function. Jerrrey Ferris, M.D. 


EYE 


Intraocular Pressure in Primary Congestive Glau- 
coma. S.J.H. Mitier. Brit.J. Ophth., 1953, 37: 1. 


The author presents the report of an investigation 
dealing with the symptoms and findings of early 
glaucoma at the Institute of Ophthalmology. He 
states that many patients are tested between 
episodes of glaucoma, when the eye appears healthy, 
reacts normally to all tests, produces no symptoms, 
and has a normal intraocular pressure. Because of 
normal findings, many of these patients are dis- 
charged without a diagnosis and without treatment. 

The author wished to show the value of the case 
history and repeated examinations when glaucoma is 
suspected. 

The second portion of the article deals with the 
factors that precipitate and relieve glaucoma. He 
believes that the precipitating factors are, primarily, 
television and movies. Other factors may be emo- 
tional crises, darkness, and prolonged visual con- 
centration. Relief is obtained with rest, sleep, day- 
light, and miotics. As the disease progresses, the 
attacks become more frequent and more severe, and 
are more difficult to relieve. © Earn H. Merz, M.D. 


Control of Experimental Corneal Infection with 
Medicated Semi-Solid Contact Cap and Disc. 
Infection with Pseudomonas Pyocyanea Treat- 
ed with Streptomycin. M. KLEIN and E. G. 
Mititwoop. Brit. J. Ophth., 1953, 37: 30. 


The authors report the results of experimental 
work on corneal ulcers secondary to pyocyaneus 
organisms. The usual treatment of this type of 
ulcer by aqueous solutions or ophthalmic ointments 
proved to be unsatisfactory in rabbits. A semi- 
solid alginate cap or gelatine disc impregnated with 
antibiotics was found to be more efficacious. The 
cap or disc was kept in the conjunctival sac by 
closing the lids with a single suture. 

Conclusions were that a single application of 0.1 
gm. of streptomycin in the form of a glycerine- 
gelatine disc was able to control a massive corneal 
infection. It compared favorably with subconjunc- 
tival infections of 0.5 gm. of streptomycin, with 
adrenalin added. The author recommends the pro- 
phylactic use of streptomycin in all cases in which 
foreign bodies have been removed from the eye. In 
cases in which the infection has been established, 
the author recommends subconjunctival injection 
with glycerine-gelatine-streptomycin discs as a sup- 
plement. Ear H. Merz, M.D. 


Influence of Hypotension on the Intracapsular 
Cataract Operation. K. REEp Hitt and G. P 
Goopwin. Brit. J. Ophth., 1952, 36: 683. 


The authors use general anesthesia routinely for 
the intracapsular cataract operation in elderly pa- 
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tients. After atropine premedication, anesthesia is 
induced with intravenous thiopentone. The larynx 
is sprayed with a local anesthetic and intubation is 
performed; if necessary, tubarine is given as a mus- 
cle relaxant. Anesthesia is continued with nitrous 
oxide-oxygen in equal parts. Thiopentone and tu- 
barine both tend to reduce blood pressure, which is 
further lowered by postural ischemia effected by 
placing the patient in the Fowler position (reverse 
Trendelenburg) at an angle of 30 degrees until the 
desired low blood pressure is achieved, after which 
the position can be levelled, as no significant change 
occurs for 20 minutes. When the fall in blood pres- 
sure is inadequate, hexamethonium bromide (10 to 
30 mgm.) is administered. This small dose reduces 
the blood pressure only temporarily. The perfectly 
slack eye corresponds to an ocular tension of less 
than 1o mm. Hg., which appears to be related to a 
systolic blood pressure of less than 80 mm. Hg. 
Hexamethonium produces a semidilatation of the 
pupil, and in the cases in which it was used the 
single drop of homatropine and cocaine given an 
hour before surgery effected adequate mydriasis. 
This technique likewise reduces the tension in pri- 
mary and secondary glaucoma. In a case of central 
retinal vein thrombosis, the intraocular tension 
dropped from 120 to 35 mm. Hg. 

The authors are enthusiastic about the results of 
their method. No loss or derangement of the vitre- 
ous was experienced, neither was there any trouble- 
some hemorrhage from the incision or from iridec- 
tomy. Recovery in every case was rapid and un- 
eventful, and was not associated with vomiting. 

James E. LEBENSOHN, M.D. 


Melanomas of the Choroid. JuLiAn F. CHISHOLM, JR. 
Am. J. Ophth., 1953, 36: 61. 


Patients having spindle-A and spindle-B tumors 
survived for an average period of 10.5 years before 
dying of metastases. The fascicular, epithelioid, 
and mixed tumors were about three times more 
malignant—death from metastases occurring after 
an average of 3.8 years. The distribution of metas- 
tases is more widespread than has been previously 
indicated. In 5 patients metastases were found in 
the lymph nodes. The age of the patients did not 
affect life expectancy. Each decade from the third 
on (that of the youngest patients) averaged ap- 
proximately 50 per cent of deaths from metastases. 
The mortality rate for the first 5 years was 28 per 
cent; for the 6 to 15 year period it was 9.9 per cent; 
and beyond that, 4.3 per cent. Of the known me- 
tastases, 28.5 per cent occurred in 5 years; 34 per 
cent occurred in 10 years; and 39.6 per cent in 15 
years. In 6 patients metastases developed 19 to 36 
years later. James E. LEBENsouN, M.D. 


Multiple Malignant Melanomas. Davin A. RosEN 
and GARDNER N. Moutton. Am. J. Ophth., 1953, 

36: 73. 
The authors present in detail their study of a 
unique condition—an enucleated eye which con- 
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tained multiple separate malignant melanomas of 
the uveal tract. In 1947 the patient, a 52-year-old 
white male, first noted a disturbance of. vision in 
the left eye. When examined, 4 years later, a large 
mass was seen extending from the disc to the 
temporal periphery, which was elevated 6 diopters 
and did not transilluminate. A systemic examina- 
tion showed no other primary or metastatic tumor. 
The enucleated eye disclosed a tumor mass, 15 by 
17 mm., extending from the macula to the ora ser- 
rata. 

On microscopic examination a separate ciliary 
body tumor of spindle-A cells was found. The large 
choroidal mass was composed of spindle-B cells, and 
sections made through various portions of the pos- 
terior segment revealed a number of discrete malig- 
nant melanomas of the choroid, of varying histologic 
type. James E. LEBENsSOHN, M.D. 


Idiopathic Detachment of the Retina. Taytor R. 
SmitH and L. HARRELL Pierce. Arch. Ophth., Chic., 
1953; 49: 36. 


The retinal service of the Massachusetts Eye and 
Ear Infirmary presents the results of a statistical 
study of 618 cases of idiopathic separation of the 
retina. 

Surgery was performed in 525 cases and the 
results were successful in 70 per cent of the cases. 
Operation was advised against in 93 cases. In all of 
the cases considered the therapy was of benefit in 
from 51 to 57 per cent of the cases. 

The prognosis for retinal reattachment was poorer 
when (1) the macula was detached, (2) there were 
fixed folds in the retina, (3) the retina was totally 
detached, (4) no breaks could be found or two or 
more breaks were found, and (5) aphakia was 
present with fixed folds. 

The prognosis was not appreciably effected by (1) 
extracapsular lens extraction, (2) latticelike de- 
generation, or (3) age. 

The retina of the fellow eye had tears or beginning 
detachment in 27 per cent of the cases. 

Ear H. MErz, M.D. 


Postoperative Care of Retinal Detachment. J. W. 
JeRvEY. Am. J. Ophth., 1953, 36: 25. 


According to the experience of Jervey, the pro- 
gram of prolonged immobilization following the 
operation for retinal detachment is actually not 
necessary. 

The first of Jervey’s cases to be managed along 
these lines involved an aphakic eye in a cardiac pa- 
tient who could not lie down. After surgery he was 
immediately allowed up in a chair and given unre- 
stricted toilet privileges. Complete reattachment 
followed. Since then this author has been keeping 
patients with postoperative retinal detachment 
quiet for only 5 days. The eyes are observed on the 
third day, and the dressings are removed on the 
fifth day. In the absence of complications, the pa- 
tients are allowed to go home in 10 days or less. 

James E. LEBENsOHN, M.D. 
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Fatal Cases of Cervicofascial Actinomycosis (Toed- 
lich verlaufene Faelle von Zervikofazialer Aktinomy- 
kose). E. ZitKa. Wien. med. Wschr., 1952, 102: 939. 


While cervical actinomycosis usually has a good 
prognosis with either medical or surgical therapy, 
still there are fatalities from this disease. The author 
has reviewed 176 proved and 49 probable cases seen 
in a 20 year period, in the First Surgical Clinic of the 
University of Vienna. Among these there were 9 
deaths in the hospital. Two other patients died 
after returning to their homes but the exact cause of 
death was not ascertainable. Six of the 9 fatalities 
were due to an ascending infection and the remain- 
ing 3 fatalities were due to a descending process into 
the chest. 

In 5 of the 6 ascending infections, the process 
reached the base of the skull and produced a specific 
osteomyelitis, thus reaching the middle cranial 
fossa; in each of these there was then a specific 
meningitis and brain abscess. In the sixth case 
there was a metastatic meningitis without any evi- 
dence of direct extension of the inflammatory 
process. 

The descending infections (3 cases) followed the 
deep facial planes of the neck, with involvement of 
the cervical spine, the musculature of the back, and 
subscapular musculature. Eventually the infection 
reached the pleura and the lung in which the termi- 
nal process was focused. 

There have been no fatal actinomycotic infections 
in this clinic since 1948, and it is believed that this 
is due to the response of the process to antibiotic 
methods of therapy. Wit1aM C. Beck, M.D. 


Bilateral Abductor Paralysis: Aretenoidectomy for 
Bilateral Abductor Paralysis—Extralaryngeal 
Approach. Dr GraaFr Woopman. Proc. R. Soc. 
M., Lond., 1952, 45: 821. 


When there is a flaccid paralysis early tracheotomy 
is indicated. When there is no sign of return of 
function in 6 months, then it is time to consider 
plastic correction of the paralysis of the vocal cord. 

A technique has been developed which does 
arytenoidectomy together with lateralization of the 
cord. This technique has been used on about 40 
cases since 1944. RICHARD J. BENNETT, JR., M.D. 


Intramucosal Epithelioma of the Larynx. Janeway 
Lecture, 1952. Artuur Purpy Stout. Am. J. 
Roentg: 1953, 69: 1. 

Three hundred and twelve laryngeal epitheliomas 
were diagnosed by histopathological examination 
from January, 1940 to June, 1950. Fifty-seven of 
these showed intramucosal changes and were diag- 
nosed as epitheliomas. There were 9 which were 
found in recurrent papillomas. Forty-eight tumors 
showed definite intraepithelial cancer. Nineteen of the 
48 tumors showed invasive growth. Among 274 
patients with invasive tumor there were 253 males 
and 21 females. 
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Tables I, II, and III in the original article showed 
that in about half of 30 cases of intramucosal cancer 
with and without invasion the extent of the lesion 
was found to be larger at operation than it was be- 
lieved to be on examination. 

The results of treatment in these cases are sum- 
marized. In 3 cases it was possible to remove the 
lesion by biopsy alone. It was believed that laryn- 
gofissure with removal of a single cord was the best 
treatment. The best form of treatment for intra- 
epithelial epithelioma of the intrinsic larynx is one 
which will remove or destroy all the mucous mem- 
branes together with the mucous glands and their 
ducts. It is suggested that destruction of the mucosa 
of the larynx can be accomplished more effectively 
by roentgen therapy. In this series the patients who 
were referred for roentgen therapy were poor risks. 

RICHARD S. BENNETT, JR., M.D. 


The Survival of Extirpated Lingual Thyroid Gland 
Transplanted Ectopically and Verified with 
Radioactive Iodine (Attecchimento di tiroide 
linguale estirpata e trapiantata fuori sede verificato 
con il radio-iodio). E. Bocca and U. MARINONI. 
Chirurgia, 1951, 6: 511. 

The authors review the problems connected with 
the therapy of ectopic lingual thyroid tissue. 

A survey of the reported cases of aberrant lingual 
thyroid tissue showed that in 50 to 70 per cent of the 
cases there was an absence of the thyroid gland in its 
normal site. Removal of lingual thyroid tissue in 
such cases would result in severe hypothyroidism. 
Because of this high incidence, all cases in which 
total extirpation of this abnormality is contem- 
plated should be preceded by an exploratory opera- 
tion to determine the presence of normal thyroid 
tissue. 

If no normal thyroid tissue is found, one is con- 
fronted with other problems of therapy. Partial re- 
moval of the lingual thyroid tissue is not always suc- 
cessful, since it is anatomically difficult to determine 
what portion of the gland is functional. Roentgen 
therapy is difficult to control and may result in 
atrophy. 

Homoplastic grafting of the removed tissue has re- 
mained as the only possible solution to this problem. 
Although it has been done in the past, it has not been 


HEAD AND NECK 123 


possible to determine accurately the fate of the 
transplanted graft. 

The authors present a case in which a homoplastic 
graft was performed, and radioactive iodine studies 
were carried out on the transplanted tissue. 

The patient was a 20 year old female who com- 
plained of progressive dyspnea, dysphagia, and 
dysphonia for 2 years, with recent episodes of profuse 
hemoptysis. At the base of the tongue there was an 
egg-shaped, soft, elastic mass which bled easily to 
touch. Histological examination of tissue fragments 
revealed the presence of thyroid tissue. 

In the first stage, an exploratory operation con- 
firmed the absence of a normally situated thyroid 
gland. A tracheostomy was also performed at that 
time. One month later, the lingual mass was re- 
moved by an external transhyoidal approach. The 
mass of thyroid tissue was immersed for 15 minutes 
in potassium permanganate solution and trans- 
planted deep in the layers of the right rectus muscle. 
Plastic repair of nuchal deformities was performed 
1 month later. 

After a 2 month period the basal metabolic rate 
was —22 with a gain of 10 pounds in weight. For the 
next 3 months the patient was placed on small doses 
of thyroid extract. This therapy was discontinued 
in succeeding months and the basal metabolic rate 
was +19. Ten months after the original surgery, 
radioactive iodine tracer substance was given orally. 
There was absence of activity in the nuchal area and 
a 33 per cent fixation at the site of the transplant. 

At this time the patient had another homoplastic 
graft to the supraclavicular area from a patient who 
was operated upon for goiter. Only histologically 
normal tissue was transplanted. 

One month after this second procedure, a second 
tracer dose of radioactive iodine was administered. 
There was a 25 per cent fixation in the abdominal 
wall and only 6 per cent in the supraclavicul*r region. 

The patient was re-evaluated 3 years after the 
original surgery, and she had taken no medications 
for the last 2 years. The basal metabolic rate was 
+2. Radioactive iodine studies showed 32 per cent 
fixation at the site of the abdominal transplantation. 
Urinary elimination was 33.3 per cent in 24 hours. 
There was no fixation in the nuchal or supraclavic- 
ular regions. Rotanp A. MANFREDI, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


The Effects of Carotid Ligature. Observations on 
26 Cases, One with Bilateral Ligature (Sur les 
effets de la ligature carotidienne; a propos de vingt- 
six observations dont un cas de ligature bilatérale). 
JeAN E. PAILLAs AND JOEL BONNAL. Presse méd., 
1952, 60: 1351. 

In reviewing the literature concerning the effects 
of ligature of the carotid artery, dating back as far as 
1868, the authors point out a fact that is well known 
to all present-day neurosurgeons dealing with carotid 
artery ligature in the treatment of intracranial 
aneurysms and arteriovenous fistulas: that there is a 
very wide divergence of opinion as to the immediate 
and remote dangers of severe neurologic sequelae as 
well as to the exact manner in which the operation 
should be performed. 

The authors believe that in their relatively small 
series of 26 patients, they have obtained as good 
results as have been generally reported by others. In 
4 patients there were transient moderate-to-severe 
neurologic defects resulting from the ligature, com- 
ing on within a few hours after operation; 1 patient, 
in poor condition at the time of operation, died fol- 
lowing the procedure; the remaining patients were 
cured, improved, or at least not made worse by the 
treatment. One patient was successfully treated for 
bilateral pulsating exophthalmos, the result of a 
carotid-cavernous fistula, by bilateral common 
carotid ablation, the operations being done at six- 
month intervals, and g years later the patient is still 
cured and leading an active life. 

The Matas test is routine, employed before ap- 
proaching the carotid surgically, and during the 8 
day period preceding surgery when manual compres- 
sion is carried out at frequent intervals. Retinal 
arterial pressure is recorded during such compression 
in the search for any severe ipsilateral cerebral ar- 
terial deficiency, the result of such temporary occlu- 
sion of the vessel. Also, during such tests, electro- 
encephalography is.employed in the search for any 
circulatory incompetency which might result from 
surgical occlusion of the vessel. It is pointed out that 
while such tests and such preoperative ‘‘condition- 
ing”’ of the circulation are necessary and useful, they 
will not give an accurate indication of just what the 
ill effects of surgical ligature may produce, since 
compression by the finger probably never shuts off 
all the flow of blood. 

It is the routine practice of the authors to tie the 
common carotid artery with heavy silk as far below 
the bifurcation as possible, and they frequently, in 
addition, sever the vessel in order to avoid the 
pounding of the pulse against the obliterated distal 
portion of the vessel, thus hoping to avoid shaking 
loose any thrombus which might form just beyond 
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the point of ligature. Furthermore, they believe that 
by allowing a small stream of blood to continue 
through the bifurcation and into the internal carotid 
by way of the superior thyroid artery, the possibility 
of thrombus formation is greatly lessened. Operation 
is always carried out with the carotid sheath and 
carotid body well infiltrated with the local anesthetic 


agent. Joun Martin, M.D. 

Exophthalmos of Vascular Origin. Report of a Case 
with Carotid-Cavernous Fistula (Les exophtal- 
mies d’origine vasculaire et leurs rapports avec une 
communication carotido-caverneuse pathogénie des 
aneurysmes carotido-caverneux). JEAN N. TAprtas. 
Sem. hop., Paris, 1952, 28: 2845. 

According to the author, pulsating exophthalmos 
with associated bruit, ophthalmoplegia, and venous 
congestion is not the result of a carotid-cavernous 
fistula. It is believed that the anatomic separation 
of these two vessels would not result in their com- 
munication, even if the carotid artery were ruptured 
by trauma. Rather, he attributes both the trau- 
matic and nontraumatic development of the syn- 
drome to sudden dilatation of the carotid arterial 
tree. Venous congestion is produced both by in- 
creased intake and obstructed outflow. Thus, pul- 
sating exophthalmos can be produced in the absence 
of any abnormal arteriovenous communication. 
Autopsy evidence is cited. 

In other cases carotid-cavernous communication 
does exist, but is produced by the opening of small 
communications already present in response to in- 
creased carotid dilatation and pressure, not by rup- 
ture of the carotid artery. 

From a practical therapeutic standpoint, it does 
not seem important to understand all of the embry- 
ologic and anatomic factors which permit develop- 
ment of the carotid-cavernous fistula. However, it 
is important if pulsating exophthalmos can occur in 
the absence of arteriovenous fistula, as the author 
claims. The evidence presented—a negative arterio- 
gram and a review of 60 autopsies published between 
1809 and 1949—by no means proves this controver- 
sial point. Frank E. Nutsey, M.D. 


Intracranial Complications Due to Frontal Sinus- 
itis. R. D. DE Sanson, J. K6és, and H. Hunerta. 
Rev. brasil cirurg., 1952, 23: 409. 

The frontal sinus is formed by an ethmoidal cell 
(1 or more) that has made its way between the outer 
and inner tables of the frontal bone. This fact is 
important in the etiopathology of certain intra- 
cranial complications from infections of the sinus 
frontalis and may be responsible for slight and de- 
ceiving symptoms. 

The great variety of techniques employed in the 
treatment of chronic suppuration of the sinus fron- 
talis is proof that the best surgical treatment has not 
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yet been obtained. Besides this, allergy probably has 
played an important part in the etiology of many 
sinus infections and is responsible for certain surg- 
ical failures. At present there is a tendency for more 
conservative treatment, and the use of sulfonamides 
and antibiotics has restricted surgery. Intracranial 
complications due to frontal sinusitis have therefore 
been greatly reduced. 

Etiopathology. Thrombophlebitis of the veins of 
the dura mater (so frequent among the complica- 
tions in ear infections) is very rare in sinus infections. 
Intracranial complications are more likely to develop 
in the larger sinuses. Sinus infection may spread 
through the bone (most frequently) or the veins 
(retrograde phlebitis). Congenital bone anomalies, 
trauma, and obstruction of the nasofrontal canal may 
be responsible for such complications. 

Surgery as well as trauma may give place to osteo- 
myelitis and later, to intracranial complications. 

When sinus infection breaks through the inner 
frontal table, it will first form an extradural abscess 
which might afterwards give place to a subdural 
abscess and finally an abscess of the brain. 

The intracranial abscess will most always be 
located near the original sinus infection (Koerner’s 
law)—brain abscesses in these cases being located 
mostly in the lobus frontalis. 

Extradural abscess. The diagnosis is usually diffi- 
cult because of the presence of rare symptoms, 
and localized headache is most always attributed to 
the sinusitis itself. The persistence of cephalea after 
frontal sinus drainage should suggest the possibility 
of an extradural abscess. Frequently it is discovered 
only at operation. Treatment is instituted by open- 
ing the inner frontal table and draining the pus. 

Subdural abscess. This is a localized meningitis 
caused by adhesions. It is usually preceded by an 
extradural abscess, occurs less frequently, manifests 
no special symptoms, and, like the extradural 
abscess, is most always discovered at operation. The 
method of treatment is drainage. 

Extradural and subdural abscesses are usually fol- 
lowed by brain abscess. When recently formed it is 
limited by a simple pyogenic membrane; later, a 
regular capsule develops. 

Frontal abscesses grow silently, except towards 
the end. In the beginning the condition is confused 
with sinus symptoms. In the second, or ambulatory, 
phase, the patient may suffer slight fever, intermit- 
tent cephalea, and vomiting. This period may last 
for weeks or months. At a later stage the diagnosis 
is easier. There is intracranial hypertension, with 
cephalea of migraine type, and characteristic vomit- 
ing. There may be retro-ocular pain, a slow pulse, 
weight loss, papillary stasis, and mental disturb- 
ances. Meningeal irritation is an alarming sign for 
it means that infection is spreading to the cortex or 
to the ventriculus lateralis. 

The symptoms described never appear all to- 
gether; therefore great experience and knowledge are 
necessary for a correct diagnosis. A plain x-ray 
examination may sometimes be of help. 
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Surgery is still the treatment of choice for brain 
abscess, in spite of the value of many new anti- 
biotics. The frontal sinus should be trephined rad- 
ically and the meninges exposed. When there is no 
doubt concerning the diagnosis, the brain is punc- 
tured. On the other hand, if there is any doubt, and 
the patient’s condition allows, one should wait 24 or 
48 hours after trephining the bone to allow adhesions 
to form in the subarachnoidal spaces, and permit 
further exteriorization and localization of the ab- 
scess. The authors have never regretted waiting in 
such cases. 

Puncture of the abscess should be done with a 
blunt needle, and once pus is drawn it should be left 
in place as a guide for a Kocher forceps which will 
open the way for better drainage. A rubber drain 
should be left in place, and through it antiseptic 
irrigations and aspiration may be made. 

Occasionally a fungus cerebri may develop; this is 
a serious complication. 

Meningitis due to sinusitis. Before the discovery 
of sulfa drugs and the antibiotics meningitis was the 
most dreaded complication in laryngorhinology. 
Even today, in spite of these drugs, it may be a 
serious complication. Surgery continues to be the 
principal method of treatment, and drainage oi the 
sinus absolutely necessary. 

In the beginning, localized cephalea is almost al- 
ways attributed to the sinusitis alone, but later it 
resists analgesics; photophobia, hypersensitivity of the 
scalp, and vomiting are alarming signs. Tendinous 
reflexes are exaggerated and muscular contractures 
develop. The patient’s temperature remains high, a 
high pulse rate is almost always found, and the gen- 
eral condition declines. 

If untreated, paralysis of the cranial nerves and of 
the nerves of the extremities develops with cardio- 
respiratory arrythmia, coma, and death. 

The diagnosis should be confirmed by spinal 
puncture, and a cytologic and bacteriologic examina- 
tion of the spinal fluid. 

The treatment of meningitis due to sinus infection 
should consist of surgical drainage of the frontal 
empyema and the administration of antibiotics, 
general stimulants, and blood transfusions. 

The authors use suboccipital puncture regularly 
and intermittently, not only for decompression but 
also as a means of introducing drugs. It also serves 
as a prognostic means. Joao B. Vianna, M.D. 


SPINAL CORD AND ITS COVERINGS 


Cordotomy (Le cordotomie). E. MisEroccat. Chirurgia, 
1951, 6: 510. 

The author reviews the rationale of cordotomy in 
various clinical syndromes with relation to the re- 
sults obtained in his personal experience. 

Pain and temperature sensation from the body 
enter the spinal cord via the posterior roots. After a 
short excursion in the tract of Lissauer, the fibers 
enter the gelatinous substance of Rolando. They 
synapse with secondary neurones which traverse the 
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midline in the vicinity of the central canal. The 
secondary neurones enter the lateral spinothalamic 
tract. Some of these neurones end in the thalamus, 
another portion synapse in the thalamus, and neu- 
rones of a third order reach the cerebral cortex. The 
fibers concerned with pain appear to be situated 
anteriorly and deeper as one ascends the spinal cord. 
Voluntary movement is performed by the action of 
the corticospinal tract. About 50 per cent of the 
fibers of the corticospinal tract arise from the cerebral 
cortex. The greater portion of these fibers crosses 
the midline in the medulla oblongata, and descends 
as the lateral corticospinal tract. A smaller portion 
descends directly as the anterior corticospinal tract. 
The former synapse with motor cells in the anterior 
horn of the ipsilateral gray matter. The latter cross 
the midline and synapse with cells of the contra- 
lateral anterior horn. The extrapyramidal pathways 
comprise all the descending tracts except the cortico- 
spinal tract. They include the rubrospinal, reticu- 
lospinal, vestibulospinal, and tectospinal tracts. 

A spinothalamic cordotomy is practiced in those 
diseases and syndromes accompanied by severe and 
persistent pain which does not respond to medical 
management. Statistics confirming the success of 
this procedure have been recorded, and the author 
uses the technique described by Peet. The procedure 
consists of a laminectomy 3 to 4 metameres above 
the level of the painful zone. The lateral denticulate 
ligament is identified, and the cord is rotated. The 
incision is carried from the denticulate ligament 
anteriorly almost to the anterior medullary sulcus to 
a depth of about 4 mm. More recently the author 
has obtained better results by using this procedure in 
a high cervical approach at C-3 and C-4. 

The procedure is performed under local anesthesia 
in cases in which this is possible. With this method 
there is the advantage of being able to determine the 
adequacy of the anesthesia produced at the operative 
site. Spinothalamic cordotomy has limited use in 
diminishing painful conditions of the upper extrem- 
ity. 

In the author’s experience with this procedure, the 
following effects have been observed: (a) dissociation 
of the level of thermal and painful anesthesia, (b) 
anesthesia to pain with preservation of thermal sen- 
sation, (3) anesthesia to pain with the conscious 
sensation of heat to both hot and cold stimuli, (d) 
anesthesia to pain with hypothermesthesia, (e) 
anesthesia to pain and dissociation of anesthesia to 
hot and cold stimuli. Side effects that have accom- 
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TABLE I.—RESULTS OF SPINOTHALAMIC 
CORDOTOMY 





Spinal level of Painful 


Syndromes Results 


Cordotomy 





Positive 


Lumbosacral high dorsal 





Negative 





Positive 





high cervical 
Negative 





Cervicodorsal Positive 


high cervical 











Negative 3 





panied this procedure are: medullary fever, urinary 
retention, impotence, and constipation. These 
effects are transient and reversible. 

Painful syndromes of the chest and abdomen do 
not respond as well to this procedure, even when 
performed bilaterally. Relief of pain is successful 
only when the parietal pleura and peritoneum are 
involved and the character of the pain is due to 
involvement of the somatic nerves. 

Another method of interrupting the pain conduc- 
tion fibers is that of severing the commissural fibers 
as they cross the midline. The author did two such 
procedures, with use of the method of Wertheimer. 
A laminectomy of D 3-4-5 is performed and an inci- 
sion is made in the posterior median sulcus to extend 
to the central canal. These 2 patients received no 
benefit from this procedure. 

Cordotomies have also been performed in patients 
with various neurological diseases accompanied by 
dyskinesia, such as tremors, rigidity, chorea, athe- 
tosis, and spastic paralysis. Unilateral and bilateral 
section of the posterior columns has not altered the 
course of conditions accompanied by tremors or 
rigidity. Section of the pyramidal tracts by a lateral 
posterior cordotomy has shown no benefit in the 
tremors of Parkinsonism and athetosis. Partial and 
total section of the pyramidal tracts has been per- 
formed by an anterior cordotomy. This has been 
done in cases of chorea, athetosis, Parkinsonism, and 
Little’s disease. The effects of an operation of this 
type are immediate, and the benefit persists as long 
as the paralysis is present. Although dyskinetic 
movements return during the phase of recovery from 
the paralysis, Putman has shown that in at least 50 
per cent of the cases, enough benefit has been ob- 
tained to warrant this procedure. 

Rorano A. MAnFfrepI, M.D. 

















CHEST WALL AND BREAST 


Cancer of the Breast; Statistical Considerations and 
End Results (Cancro della mammella considera- 
zioni statistiche e risultati lontani). BALLARATI 
UMBERTO. Tumori, Milano, 1952, 38: 289. 


The present study includes 425 cases of cancer of 
the breast which were seen at the Ospedale di Circolo 
di Busto Arsizio during a 30 year period, from 1921 
to 1950. These cases represent 13.4 per cent of all 
cancer patients treated at this hospital. The malig- 
nant tumors (52.9%), furthermore, occupy first place 
in the list of all tumors of the breast taken together. 
In regard to the sex incidence, it was found that 
only 1.65 per cent of the patients were males. The 
curve of age distribution was characterized by a 
peak (60.4%) between the ages of 40 and 60 years. 
In 3.75 per cent of the cases trauma could be con- 
sidered as a predisposing cause, and 1 per cent of the 
patients was thought to have developed cancer fol- 
lowing chronic mastitis. The incidence of mammary 
cancer was slightly higher amongst females who had 
never experienced any pregnancy. As to the sta- 
tistical value of the histologic classification of the 
various types of breast cancer, it is stressed that 
many cases, especially those registered during the 
early part of the 30 year period, carried only the 
general label of ‘‘carcinoma of the breast.” There- 
fore, no precise numerical information could be 
furnished, but the author nevertheless found that 
carcinomas of the medullary and simplex type were 
more frequently encountered. The left breast was 
slightly more frequently affected and the supero- 
lateral quadrant appeared to be the site of pre- 
dilection. 

The author adopts the clinical classification as pro- 
posed by Steinthal which comprises four stages. In 
the author’s series, 25.6 per cent of the cases belong 
to stage I, 40 per cent to stage II, 29 per cent to 
stage III, and 5.4 per cent to stage IV. A total of 
374 patients were submitted to surgery, with an op- 
erative mortality of 0.53 per cent. Some of the pa- 
tients received an additional course of radiation 
therapy, at first only those with axillary metastasis, 
but in recent years all cases. As described by various 
authors, good end results were obtained in the group 
of nonepithelial cancers of the breast. However, the 
author’s end results in the treatment of cancer of the 
breast in males, and in the scirrhous type of carci- 
noma in females are better than those reported by 
others. Comparatively better results are also claimed 
for the group of patients under 4o years of age (45.45 
per cent survived 5 years). Local recurrences were 
found to occur in 3 per cent of the cases belonging 
to stage I, in 16.6 per cent of the patients having 
stage IT lesions, and in 17.7 per cent of patients hav- 
ing stage III lesions. The 5 year survival rates were 
88 per cent for patients with stage I lesions, 62.9 per 
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cent for those with stage II carcinomas, and 24 per 
cent for those with stage III and stage IV carcino- 
mas. Recurrent lesions were treated by surgery in 
as many instances as possible, with an additional 
course of roentgen therapy in some instances. The 
latter type of treatment alone was reserved for far 
advanced and nonsurgical recurrences. The results 
of this therapeutic procedure are comparable to 
those obtained by other authors who used radiation 
therapy alone. 

The article is a general review of the broad prob- 
lem of cancer of the breast. In presenting a large 
group of domestic as well as foreign statistics, it 
represents an excellent but somewhat complex com- 
parative study of this particular topic. 

R. SCHOBINGER VON SCHOWINGEN, M.D. 


Bilateral Carcinoma of the Mammary Gland; Its 
Relationship to the Function of the Ovaries; 
Interval and Period of Survival (Carcinoma 
mammae utriusque. Beziehungen zwischen Ovariae- 
funktion; Intervall und Ueberlebenszeit). ERNA 
ScHMIDT-UEBERREITER. Langenbeck’s Arch. u. 
Deut. Zschr. Chir. 1952, 272: 359. 


The object of this study was to examine every 
previously unconsidered source for some inkling of 
the origin of carcinoma of the mammary gland. The 
author’s article is based upon 2,280 observations 
during the period from 1902 to 1950. Among these 
were 96 (3.02%) bilateral carcinomas of the mam- 
mary gland and one lesion which proved micro- 
scopically to be a metastasis. The research pertains 
to (1) the percentage of patients who died of carci- 
noma of the mammary gland with relation to the 
number of patients who died of carcinoma of other 
organs in the years from 1930 to 1951, in Vienna; 
(2) the family history of cases of bilateral carcinoma 
of the mammary gland; (3) the age of the patients 
at the time of operation; (4) the interval between 
both operations; (5) observations from follow-up 
studies of the 69 bilateral cases (13 patients are 
still alive); and (6) a review of the function of the 
ovaries in these cases. 

The investigation showed that the interval before 
the appearance of the carcinoma in the second 
mammary gland was shorter if the ovaries were 
functioning and that the survival period was shorter 
in patients with functioning ovaries. 

Oscar Hirscu, M.D. 


Some Therapeutic Methods in Primary Mammary 
Carcinoma; Results Obtained by a Combina- 
tion of Surgical and Radiological Treatment. 
A. S. Stuts. Arch. Chir. Neerl., 1952, 4: 284. 


The author reports a series of 384 cases of primary 
mammary carcinoma treated at the Rotterdam 
Radiotherapeutic Institute, with a 5 year survival 
rate of 41 per cent. There were 68 cases in stage I 
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(without axillary lymph gland metastases) with a 
5 year survival rate of 80 per cent, and 165 cases in 
stage II (with axillary lymph gland metastases) with 
a 5 year survival rate of 39 per cent. The patients 
received surgical treatment and subsequent irra- 
diation. 

The patients treated exclusively by irradiation 
(in stage III and clinically inoperable) numbered 
ror, with a 5 year survival rate of 20 per cent. 
Seventeen patients with infraclavicular and/or su- 
praclavicular glandular metastases, who received 
combined therapy, had no 5 year survivals. 

The roentgenological method used in the com- 
bined treatment was invariably the same, but the 
operative technique varied. Results obtained in 
stage II cases by surgeons employing more radical 
techniques were considerably better. 

In the author’s opinion the treatment of choice 
in stage I and II cases is preirradiation, radical opera- 
tion with excochleation of the axilla, and postopera- 
tive irradiation. Although x-rays are theoretically 
useless in stage I, the clinical diagnosis of metastases 
in the axillary lymph glands has a wide margin of 
error, and many cases classified clinically as in stage 
I are actually in stage II histologically. 

The aim in inoperable cases of mammary car- 
cinoma should be exclusively palliative. Criteria of 
inoperability include distant metastases, axillary 
metastases with evidence of perforation of the 
glandular capsule, and local dissemination asso- 
ciated with such phenomena as diffuse cutaneous 
infiltration, pigskin or ulceration, and fixation of the 
tumor to the pectoral muscles or axilla. 

This borderline should be rigidly observed. Sur- 
gical intervention on incorrect indications results 
in stimulation of tumor development and more 
rapid metastasization. Palliative treatment of car- 
cinoma deserves more attention than it has been 
given and probably offers better prospects of progress, 
for the time being, than curative measures. 

S. Ltoyp TEITELMAN, M.D. 


The Metastasis of Lymph Nodes in the Axilla Due 
to Carcinoma of the Mammary Gland (Ueber 
die axillaere Lymphknotenmetastasierung des Brust- 
druesenkrebses). J. ZEITLHOFER. Langenbeck’s 
Arch. u. Deut. Zschr. Chir., 1952, 272: 429. 


The present article is based on a thorough exami- 
nation of roo cases of carcinoma of the mammary 
glands with metastases to the axillary lymph nodes. 
The various groups of axillary lymph nodes have 
been examined separately. It is believed that an 
intimate relationship exists between the location of 
the primary carcinoma and the metastases to the 
lvmph nodes, due to the anatomical arrangement of 
the afferent and efferent lymph vessels. 

The author calls attention to his finding that a 
primary tumor located in the upper lateral quadrant 
may cause metastases to the central and _ infra- 
clavicular lymph nodes by direct channels or by way 
of the intramuscular lymph vessels. These ]Jymph 
nodes can not be felt by manual examination and 
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may be involved without involvement of the pec- 
toral lymph nodes, which are usually affected first. 
Oscar Hirscu, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Contribution to the Knowledge of the Blood Sup- 
ply of the Trachea and Main Bronchi (Ein Bei- 
trag zur Kenntnis der Gefaessversorgung von Tra- 
chea und Hauptbronchien). Harotp JAcos. Lan- 
genbecks Arch. u. Deut. Zschr. Chir. 1952, 272: 376. 


A review of the literature pertaining to the bron- 
chial arteries reveals the variability of the origin and 
distribution of these vessels. The author presents 
his findings, obtained by dissection and injection of 
the arteries. Injection of the vessels revealed the 
ramification of the bronchi and the segmental blood 
supply of the annular ligaments. The arteries are 
located dorsally on the external surface of the tra- 
chea and bronchi, and large branches extend in a 
ventral direction. At the membranous surface the 
direction of the vessel is longitudinal; however, it is 
still possible to recognize the segmental arrangement. 
The histologic findings are in accordance with the 
morphologic findings. 

The author expects to obtain a more successful 
operative closure of the stump of the bronchi, based 
on these findings, and his results in animals will be 
published in the near future. Oscar Hirscu, M.D. 


The Respiratory Function Following Resection for 
Pulmonary Tuberculosis (La fonction respira- 
toire aprés résection pour tuberculose pulmonaire). 
J. J. Hirdes. Acta chir. belg., 1952, 51: 476. 


The functional sequelae of 92 lobectomies, 27 
lobectomies combined with segmental resection, and 
36 segmental resections of the lung for tuberculosis 
are studied, and the results of these studies are 
compared. 

At present, the treatment of choice appears to be 
resection; that is, when a case of tuberculosis of 
the lung requires surgical intervention, the prefer- 
ence is being given more and more to resection, even 
in those instances in which collapse therapy would 
be equally possible. The reasons for this preference 
are believed to be: the low mortality after resection, 
the rare occurrence of serious complications (fis- 
tulas and empyemas), and the possibility of re- 
moving radically the principal locus of infection. 

Although resection results in an important func- 
tional loss of breathing capacity, collapse therapy 
is not free of such objections. It has been shown that 
about 50 per cent of patients treated by pneumo- 
thorax which has lasted for 4 or 5 years do not again 
show complete expansion of the collapsed lung. 

In comparing the functional sequelae of lobectomy 
with that of segmental resection, it is found that 
there is not much difference between the two meth- 
ods as far as results are concerned. There is, how- 
ever, an important difference when comparing the 
sequelae in those instances in which hemorrhage 
results and those in which hemorrhage does not 
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result. In those cases complicated by bleeding, the 
loss in functional capacity is about double the loss 
in cases in which there has been no hemorrhage. In 
this respect the segmental resection is at a disad- 
vantage in that it is a bloodier procedure. 

It is true that the re-expansion of the lung follow- 
ing segmental resection is not quite so satisfactory 
as that following lobectomy, even in those instances 
in which hemorrhage does not occur. This fault of 
re-expansion is ascribed by the author to the fact 
that in segmental resection the amount of fibrinous 
exudate is greater. This exudate, rendering the 
pleura less elastic in itself, prevents to a certain ex- 
tent the expansion of the lung following segmental 
resection. After resections of all types, the upper 
lobe seems to expand more satisfactorily than the 
lower lobe, or lobes; however, the author believes 
that this difference may be explainable on the basis 
of the upper lobes being larger. There is no evidence 
anywhere in this material of the eventual formation 
of emphysema following lobectomy or following seg- 
mental resection, and for this reason a supplemental 
pneumothorax is considered superfluous. 

The author’s material on the sequelae of pneu- 
monectomy is not here reviewed, as it is con- 
sidered too meager and of too recent date. Two of 
the author’s cases, however, are reported rather 
extensively, together with respiratory studies from 
2 to 5 years after operation. In the first case, a 
young woman of 28 years developed an enormous 
residual lung which extended over into complete 
contact with the opposite wall of the chest, yet her 
respiratory functions remained practically normal; 
the cupula of the diaphragm is seen on the roentgen 
film to be of normal height and mobility. The 
second patient was a 43 year old male. Although 
the residual lung, here again, was enormously dis- 
tended, the diaphragmatic cupula was depressed 
and relatively immobile, the residual air comprised 
70 per cent of the vital capacity, and the patient 
developed asthmatic symptoms on the slightest 
effort. 

In the first case discussed, supplemental tho- 
racoplasty could not produce any prophylactic ef- 
fect; it could not prevent the development of an 
emphysema or overdistention which does not exist. 
In the second case the emphysema was present; 
however, in the author’s opinion, no one has been 
able to clearly prove that prophylactic thoracoplasty 
prevents the formation of emphysema following 
pneumonectomy. For this reason thoracic surgery 
at the author’s institution (Sanatorium Berg en 
Bosch, Bilthoven, Holland) has remained con- 
servative. Their surgeon, Doctor Klinkenbergh, is 
content to close the thorax and permit the post- 
operative exudate to accumulate, in the hope that 
it will organize and form a cicatricial occlusion of the 
residual cavity. It is considered erroneous to do a 
thoracoplasty following pneumonectomy, in view 
of the insufficient proof of its efficacy and because 
of the evident psychic and physical damage of 
thoracoplasty. Joun W. Brennan, M.D. 
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The Diagnosis and Surgical Treatment of Suppur- 
ative Conditions of the Lungs (Zur Diagnostik 
und chirurgischen Behandlung der Lungeneiterun- 
gen). GEorG HEBERER. Langenbeck’s Arch. u. 
Deut. Zschr. Chir., 1952, 272: 440. 


The author emphasizes the importance of broncho- 
scopy and bronchography, and the differential diag- 
nosis of suppurative conditions which are not of 
specific origin. He outlines the present status of the 
surgery in various forms of pulmonary suppurations 
and mentions the widened indications for treatment 
of pulmonary abscesses, gangrene, bronchiectasis, 
and cystic degeneration. 

Characteristic cases of some of the conditions 
mentioned are reported. The author emphasizes the 
necessity for early surgical treatment of suppurative 
conditions of the lung by segmentary resection, 
lobectomy, or, in singular cases, by pneumectomy. 

Oscar Hrrscu, M.D. 


Pulmonary Function after Segmental Pulmonary 
Resection for Bronchiectasis. Bernjamin E. 
ETSTEN, RICHARD H. OVERHOLT, JAMES H. WALKER, 
and RoBert N. Reynotps. N. England J. M., 1953, 
248: 81. 

The authors performed postoperative pulmonary 
function studies on 14 unselected patients who had 
undergone either unilateral or bilateral segmental 
resection for bronchiectasis. The tests included 
ventilation studies, differential bronchospirometry, 
and total lung volume and arterial blood studies. 

The results indicated that the integrity of a large 
number of factors related to ventilation was pre- 
served. The more the number of conserved healthy 
segments, the more the maximum breathing capacity 
approached the predicted value for normal. Each 
conserved segment contributed to oxygen consump- 
tion and ventilation. 

Segmentectomy for bronchiectasis is an advan- 
tageous procedure since only the specific pulmonary 
segments destroyed by disease are resected and the 
conserved healthy segments contribute to efficient 
function. S. LLoyp TEITELMAN, M.D. 


Pulmonary Function After Multiple Segmental Re- 
section for Bronchiectasis. RicHarp H. OveEr- 
HOLT, JAMES H. WALKER, and" BENJAMIN ETSTEN. 
J. Thorac. Surg., 1953, 25: 40. 


The authors report the results of segmental re- 
section of the lung tissue in 14 patients with uni- 
lateral and bilateral bronchiectasis. Although this 
disease is often bilateral there is very rarely involve- 
ment of all the constituent segments of any upper 
or lower lobe. Those segments which are seldom in- 
fected—the superior segments of both lower lobes, 
the two top segments of the left upper lobe, and all 
segments of the right upper lobe—are usually able 
to compensate in size and function for the diseased 
segments which are removed. 

Preoperative studies of pulmonary function were 
not done for three reasons: (1) excessive secretion 
impedes oxygen consumption; (2) in unilateral 
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cases the normal lung compensates for the diseased 
one; and (3) abnormal amounts of secretion in the 
bronchial system obstruct the air flow in normal 
segments and cause increased ventilatory effort. 

The examinations done after resection of the dis- 
eased segments included ventilation studies, differ- 
ential bronchospirometry, arterial blood studies, and 
total lung volume determinations. 

The results of all the studies are thoroughly tabu- 
lated and comparisons are drawn between the uni- 
lateral and the bilateral involvements. 

The studies show conclusively the desirability of 
removing bronchiectatic segments of lung and the 
necessity of saving normal lung segments. 

BeEnyJAMIN F. Lounsbury, M.D. 


Lobectomy for Bronchiectasis. James H. FoRSEE and 
Paut E. J. KLinGER. Ann. Surg., 1953, 137: 74- 


During a 6 year period, single lobe lobectomy was 
performed on 237 patients with bronchiectasis. The 
symptomatology was (1) productive cough in 83 per 
cent, (2) chest pain in 32 per cent, (3) hemoptysis 
in 25 per cent, and (4) weight loss in 16 per cent. 

Fifty-two per cent of the operations were done in 
the 22 to 35 year old group of patients, while the 
operative incidence was 34 per cent in the 16 to 21 
year old group. The left lower lobe was removed in 
78 patients and in an additional 65 patients the 
lingula was also included. The operative mortality 
was 0.4 per cent as compared with a mortality of 20 
per cent prior to 1930. The two most common com- 
plications, bronchopleural fistula and empyema av- 
eraged 3 per cent and 6 per cent, respectively. The 
blood loss during the operative procedure as deter- 
mined by blood volume determinations approxi- 
mated 1,760 c.c. Bronchographic evidence of residual 
bronchiectasis persisted in 20 per cent of the patients 
in this series. B. G. P. SHartrorr, M.D. 


Possible Surgical Treatment of Circumscribed 
Bronchial Affections; Experimental Research 
(Sulla possibilita di trattamento chirurgico di affezi- 
oni bronchiali circoscritte; Ricerche sperimentali). 
G. OSELLADORE and V. STAUDACHER. Chirirgia, 
1952, 7: 161. 

The authors used dogs in their study which was 
aimed at testing the possibility of surgical correction 
of lesions of ihe bronchial airway. Circumscribed 
stenoses were produced artificially in these animals 
and attempts were then made to excise or by-pass 
the stenoses and reconnect the bronchial passages 
in such a way as to avoid subsequent atelectasis and 
the retention of secretions. 

The first method tested consisted of the produc- 
tion of raw surfaces between two lobes and airtight 
suturing of these apposing vivified surfaces. A sup- 
plementation consisted of introducing a fenestrated 
polythene tube between the two lobes, penetrating 
the plane of the apposed surfaces. This method did 
not produce any appreciable results. 

The second method tested consisted of inter- 
bronchial side-to-side anastomosis (method of deri- 
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vation). The immediate and ultimate results of this 
intervention were quite constantly favorable. 

The third method consisted of grafting free trans- 
plants into the bronchial defect which was left after 
resection of the stenotic area. The authors’ efforts 
were limited to attempts to fill in the defect with 
transplants containing auricular cartilage. None of 
these attempts was successful. 

The fourth method consisted in excising the area 
of branching of the main bronchus and re-uniting 
the rami—distal to any stenoses which were excised 
—end-to-side to the main bronchus. This method 
exhibited a high rate of failure; it was actually suc- 
cessful in only about 30 per cent of instances. 

The fifth method consisted in an end-to-end 
anastomosis of the bronchial ramus to the lower 
lobe, and end-to-side anastomosis of the ramus of 
the upper lobe, or lobes, to the main bronchus. This 
procedure, of course, would be applied to those cases 
in which both rami were stenotic. With this method 
there was observed a tendency to suture dehiscence 
in the end-to-side anastomoses; however, success 
was obtained in about 60 per cent of the animals. 

The final method, consisting of end-to-end anas- 
tomosis of the lower ramus and removal of the upper 
ramus, together with the corresponding lobe (this 
lobe was usually atelectatic) was the most successful, 
i.e., good results were obtained in about 80 per cent 
of the dogs operated upon. 

The authors recommend only the end-to-end anas- 
tomoses or the simple derivative anastomosis (sec- 


, ond method). In all instances they recommend the 


use of interrupted mattress sutures with eversion of 
the mucosa, the protection of the suture line with 
gelfoam, and the least possible interference with the 
blood and nerve supply to the part. As a rule, in 
instances in which the bronchus and the ramus 
anastomosed to it are more or less in a line, the ulti- 
mate results are likely to be good, while in those in- 
stances in which the ramus joins the bronchus at an 
angle, the involved lobe is likely not to drain well 
even though the anastomosis itself was successful. 
Joun W. BRENNAN, M.D. 


The Remote or Delayed Sequelae of Pneumonec- 
tomy (A propos des séquelles tardives de la pneumo- 
nectomie). J. NUBOER. Acta chir. belg., 1952, 51: 470. 


Excluding the subject of tuberculosis, the author 
discusses the physiological and clinical late manifes- 
tations of pneumonectomies performed for bronch- 
iectasis and for cancer of the lung. The conditions 
existing after pneumonectomy are described. There 
is a large cavity with rigid walls on three sides. This 
cavity tends to fill with serous fluids, with inevitable 
development of infection, empyema, and the forma- 
tion of fistulas. In such instances it is not wise to 
put too much faith in the curative power of the anti- 
biotics; their use is most effective early, as a pro- 
phylactic measure, but in the late stages of infection, 
they are not usually able to sterilize the cavity. 

The chest wall tends to retract under the pull of 
cicatricial tissue, and in children this contracting 
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effect may be considerable. In the adult, however, 
most of the adaptation of the neighboring tissues and 
organs will have to come from the direction of the 
opposite side of the chest cavity (mediastinum, hy- 
perexpansion of the other lung, displacement of 
heart, large vessels, etc. towards the empty side, or 
will have to be corrected by thoracoplasty. 

Whether this hyperexpansion of the remaining 
lung will eventually develop into a genuine pulmo- 
nary emphysema is apparently not known and this 
subject is regarded by the author as an extremely 
important field for study. In children the author 
has observed the temporary period of hyperexpan- 
sion replaced by an actual hypertrophy of the 
healthy remaining portions of the lungs; this may 
indeed close the smaller cavities left after partial 
pneumonectomies. 

Most of these adaptational effects are very well 
borne by the patient. The author decries the attitude 
of certain surgeons who wish us to believe that the 
distended—and particularly the overdistended— 
lung is more subject to infectious attack than the 
collapsed lung; however, the experimental evidence 
to support such a thesis (presented by Boerema and 
Blikman) is based on findings in the animal (guinea 
pig) which has no initial immunity against tuberculo- 
sis. In approximately 500 pulmonary exereses for 
tuberculosis, the author has never observed any 
evidence of an unfavorable response in the remain- 
ing lung tissue; in fact, he has seen instances in 
which the residual cavities in the nonremoved pul- 
monary lobes have closed following extirpation of 
the other lobe. 

A priori, it would not seem strange if the extirpa- 
tion of the lung did not exert an influence on cardiac 
function, but there is instantly destroyed one-half of 
the pulmonary circulation. Even this does not 
noticeably distress the majority of patients. In rare 
instances, however, the patients develop asthmatic 
symptoms. These manifestations are ascribed by 
the author to faulty aeration rather than to effects of 
dislocation of the heart and large blood vessels. The 
treatment of this condition is absolute bed rest, digi- 
talis, and a salt-free diet. 

The asthmatic condition does not call for phrenic 
exeresis, and most certainly does not call for thoraco- 
plasty. Only in those rare instances in which the 
distress seems to be the result of angulation and 
there is a tendency towards occlusion of the inferior 
vena cava by massive cicatricial processes (diag- 
nosed by measuring the blood pressure in the inferior 
vena cava by means of intravenous catheterization) 
may decortication and a possible thoracoplasty be 
indicated. This last operation, however, may be 
needed more frequently in patients with tuberculo- 
sis; nevertheless, among 103 total pneumonectomies 
in the author’s material,. the “thoracoplasty of 
necessity”? was done only 3 times. 

The author does not subscribe to the method of 
filling the residual cavity with plastic casts or plastic 
spheres since he regards any foreign substance as too 
likely to induce the development of abnormal cica- 
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tricial tissue. Certainly he does not recommend filling 
this cavity with the patient’s blood, or with blood 
from other sources. Joun W. Brennan, M.D. 


The Surgical Treatment of Pleural Empyemas (Le 
traitement chirurgical des empyémes pleuraux). 
Homes SEtLors. Acta chir. belg., 1952, §1: §11. 


A definite distinction is made between the treat- 
ment of nontuberculous and tuberculous empyemas. 
In the early nontuberculous empyema, early diag- 
nostic aspiration is, of course, recommended. The 
antibiotic therapy and repeated aspiration are to be 
continued until the pus becomes too thick for the 
syringe. During these aspirations great care is ob- 
served to avoid the introduction of air into the 
pleural cavity. Any gases in the pleura tend to rise 
to the top of the cavity, open up the collapsed 
pleural surfaces above, and so cause a spread of the 
infection. The antibiotics, particularly penicillin, 
appear to cause the disappearance of certain fibrino- 
lytic enzymes, thus increasing the grumous charac- 
ter of the discharges. When antibiotics are used, no 
time should be lost in treating the residual cavity in 
attempts at re-expanding the lung. The exercises, 
as developed at the Chelsea Hospital, in London, 
England, do not consist of forced expiration so 
much as a forced inspiration. These exercises should 
be carried on by the patient for at least 10 minutes 
of each hour. Re-expansion of the lung is more suc- 
cessful in cases of nontuberculous empyema than 
in those of tuberculous empyema. The internal 
healing or closure of the final cavity should be 
watched by means of pleurograms (lipiodol). The 
author does not believe the closed systems of drain- 
age are permanently effective. 

When repeated aspiration has successfully local- 
ized the process, evacuation of the empyema must 
be carried out without undue delay. This operation 
consists of a limited thoracotomy rather than a small 
opening into the abscess; it is a rib resection proce- 
dure and a wide-lumened drainage tube is placed in 
the lowest part of the abscess. If the lung cannot be 
expanded by exercises under these conditions, mu- 
tilating plastic operations on the chest wall may be- 
come necessary. 

In the tuberculous empyemas, aspirations, of 
course, are practiced and the patient is given strep- 
tomycin and PAS; drainage is avoided at all costs. 
The author has come to call the condition constric- 
tive pleurisy because of the reluctance of the lung 
to re-expand. If, however, a tuberculous empyema 
can be treated in the early stages, before a constric- 
tive character of the membrane has become ap- 
parent, a partial or even total re-expansion of the 
lung may be obtained, and in this way one can avoid 
a much more severe collapse operation to bring the 
pleural surfaces together. If, in these instances, 
collapse therapy is needed for a badly diseased upper 
lobe, re-expansion, although of definite advantage 
over the base, may not be advisable; a limited upper 
thoracoplasty or—less frequently—a phrenicectomy 
may on occasion be preferable. If the whole lung is 
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bound down a pleuropneumonectomy may be the 
obvious choice of operation, or if only one lobe is 
involved a pleurolobectomy with partial upper 
thoracoplasty can be carried out, although thorough 
excision (through a large thoracotomy opening) of 
the thickened pleura may permit of sufficient re- 
expansion to lessen or avoid the mutilation of ex- 
tensive thoracoplasty. 

Lobectomies and pneumonectomies in them- 
selves, for pulmonary tuberculosis, have certain 
disadvantages; perhaps the most frequent complica- 
tion is fistula formation. In the author’s own series 
of 41 empyemas following resection, there were only 
5 in which a fistula was not present, and evidence 
seemed to indicate that the fistula caused the pleural 
infection. 

Analysis of the author’s own series of 249 resec- 
tions shows a fistula rate among pneumonectomies 
of 19 per cent; lobectomies and segmental resections 
were next with 11 per cent (19 in 166 cases). Resec- 
tions, of course, are reserved for the most severe 
conditions. 

Once the fistula has been recognized, it should be 
treated as an emergency. If the fistula is small, con- 
tinuous aspiration may cause the lung to expand 
sufficiently to cover the area of the leak; otherwise 
thoracoplasty may be the only ultimate resource. 

In segmental excisions in which a caseous bron- 
chus has been cut across it may be wiser to perform 
a lobectomy and obtain a satisfactory healing of the 
lobar stump rather than to leave a tuberculous 
bronchus open. Joun W. BRENNAN, M.D. 


HEART AND PERICARDIUM 


A Foreign Body of Embolic Origin in the Right 
Ventricle of the Heart Removed with Success- 
ful Result. Ross J. Simpson. Arch. Surg., 1952, 
65: 926. 

The author reports the case of a young soldier 
who was involved in the explosion of a land mine, 
sustained multiple soft tissue wounds of the extremi- 
ties, and suffered an embolic metallic foreign body 
which presumably migrated to the right ventricle 
of the heart. The patient was successfully treated 
surgically and had no postoperative residue. 

A foreign body brought to the heart through the 
major vessels is a rare condition, usually encountered 
under wartime conditions, when multiple small 
foreign bodies have opportunity to penetrate the 
human body. Harkins demonstrated in the last 
war the feasibility of the removal of these foreign 
bodies and described the dangers of leaving them 
in situ. . 

The patient was a 22 year old white soldier who 
sustained soft tissue wounds of both buttocks and of 
the left thigh, right leg, and left arm. One week 
after injury and débridement his wounds were 
closed secondarily. A routine chest roentgenogram 
at that time revealed a foreign body lying within 
the chest. Posteroanterior, lateral, and oblique 
views showed the foreign body to lie in the wall of 
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the right ventricle, in the pericardial cavity adja- 
cent to the right ventricle, or possibly in the right 
ventricle itself. Fluoroscopy confirmed the presence 
of a foreign body in the region of the right ventricle 
and this foreign body moved with cardiac action. 
There was no evidence that the foreign body moved 
with changes in position. 

Approximately 2 months after the injury the 
left chest was opened through the bed of the sixth 
rib. After the pericardium was opened the surface 
of the heart was bathed in about 5 c.c. of 1 per cent 
procaine. An incision 1 cm. in length was made 
through the entire thickness of the wall of the right 
ventricle between two stay sutures. The foreign 
body was easily located and removed with the aid 
of a grasping forceps. The foreign body was only 
loosely attached to the endocardium. It was rather 
sharp on its edges and cloth adhered to it. The for- 
eign body measured about 1 cm. in diameter. The 
blood loss during the entire period of operation was 
estimated to be about 1,500 c.c. and this amount 
was replaced by whole blood. 

Immediately after operation the electrocardio- 
gram showed evidences of pericarditis, but on the 
fifth postoperative day the electrocardiogram was 
interpreted as showing evidence of return toward 
normal. 

Two weeks following the operation the patient’s 
general condition was excellent and he was walk- 
ing around the ward in no distress whatsoever. 
Three weeks postoperatively the electrocardiogram 
was normal and the patient had no complaints. 

Haron A. ZINTEL, M.D. 


Extracorporeal Circulation by Means of Artificial 
Heart Systems (Coeur artificiel et derivations cir- 
culatoires extra-corporelles). J. VAysSsE, J.-P. BINET, 
and N. (Economos. Presse med., 1952, 60: 1474. 


The authors present a review of the methods of 
by-passing the right and left sides of the heart, as 
recorded in the recent surgical literature. The blood 
returning to the right side of the heart has been suc- 
cessfully shunted through the pulmonary artery 
after canalization of the superior vena cava and 
clamping of the inferior vena cava. A simple pump 
maintains the flow of blood through the lung, which 
acts as the oxygenator in the system. This simple 
system provides a dry field in the entire right side 
of the heart. 

Reports in the literature indicate that the left 
side of the heart, as well as the entire heart, has been 
by-passed by the use of many types of machines 
which have been adapted both for the necessity of 
maintaining the circulation and for oxygenation of 
the blood. 

The article contains simple diagrams of the meth- 
ods by which the various artificial heart systems 
described throughout the surgical literature func- 
tion. Experience with the use of such apparatus 
both in the experimental animal and in the human 
patient is beginning to accumulate. 

ORVILLE F, Grimes, M.D. 
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Experimental and Clinical Attempts at Correction 
of Interventricular Septal Defects. Cuar es P. 
BaILey, Marvin H. Lacy, Witrorp B. NEPTUNE, 
RussEL WELLER, CyRIL STEVEN ARVANITIS, and 
JEROME Karasic. Ann. Surg., 1952, 136: 919. 


Even though most textbooks state that no great 
physiologic derangements are produced by inter- 
ventricular septal defects, there is recent documented 
proof that such is not the case. The magnitude of 
the left to right shunt depends upon the size of the 
interventricular septal defect as well as its position. 
Isolated interventricular septal defects are commonly 
small and located in the muscular portion of the 
septum. Defects in the membranous septum are 
usually associated with other cardiac abnormalities 
and are larger than the defects located in the mus- 
cular septum. In contrast to interauricular septal 
defects, the differential in the ventricular pressures 
occupies only three-tenths of the cardiac cycle, thus 
the shunting of blood is intermittent. Owing to the 
muscular contraction, defects in the muscular septum 
are narrowed, thus the magnitude of shunt is de- 
creased. The membranous septum does not contract 
synchronously with the ventricular systole; con- 
sequently, in similar defects, the volume of blood 
shunted tends to be greater than that associated 
with defects in the muscular septum. The defects 
located in the membranous septum are most common. 

The dangers and difficulties of attempting to close 
interventricular defects are: (1) functional disturb- 
ances of cardiac action subsequently or during the 
surgical procedure; (2) hemorrhage from the heart; 
(3) injury of the conduction system; (4) injury and/or 
distortion of the cusps of the aortic valve; (5) relative 
lack of septal tissue in the region of the defect, thus 
hindering the application of a graft or prosthesis; 
and (6) the lack of a perfected heart-lung device 
which would permit open operation. 

Two types of procedure appear most promising 
at present: (1) the application of a tapered pedicled 
pericardial graft through the defect in an attempt 
to “cork” the graft, and (2) the application of a 
“diaper” of pericardium over the defect on the side 
of the greater interventricular pressure. The ‘‘cork- 
ing” procedure is obviously applicable only in small 
defects, and must not obstruct ventricular outflow 
(85 per cent of defects are less than 15 mm. and 
therefore appropriate). 

Experimentally, two methods of production of an 
interventricular septal defect were carried out. A 
defect was produced by a trocar approximately 1 cm. 
in diameter. Ten animals succumbed to arrhythmias 
immediately after the production of this type of 
defect. Small interventricular defects healed spon- 
taneously. When the larger defect was immediately 
closed, 2 animals out of 3 which survived the pro- 
duction of the defect survived the operative pro- 
cedure. The defect was produced and repaired 
simultaneously by pulling the tube of pericardium 
through the septum. Fourteen of 18 dogs survived 
this procedure. When sacrificed, 3 weeks to 1 year 
after the operation, in each case there was remarkable 
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healing as evidenced by difficulty in identifying the 
pericardial grafts. 

In 11 dogs a pericardial “diaper’’ was placed 
against the septum through the left ventricle. Ten 
animals survived and were then sacrificed 4 to 10 
weeks later; the grafts were well placed but atrophied 
and thickened with resultant deformity of the ven- 
tricular walls. The central portions of the grafts 
were completely free in the ventricular chamber. 

The histopathologic factors demonstrated de- 
generative changes in the flat grafts within a month, 
and complete atrophy within 1 year. At 3 months, 
necrotic fat with granulomatous reaction and slight 
hyalinization adjacent to the myocardium were 
demonstrated in the tubed pedicled graft. 

Case reports of 3 patients are presented. The 
interventricular septal defects were repaired with 
good results. In 2 cases a tubed pedicled pericardial 
graft was used. In the third patient the defect was 
associated with pulmonic stenosis, and closure of 
the defect by the “corking” procedure produced 
obstruction of the pulmonic outflow even though 
the stenosis had been surgically relieved previously. 

The operative procedures are described in detail 
and wellillustrated. Pictures of morphologic changes 
are presented. Jerry A. Strrman, M.D. 


Closure of Atrial Septal Defects with the Aid of 
Hypothermia; Experimental Accomplishments 
and the Report of 1 Successful Case. F. Joun 
Lewis and MANsur Tauric. Surgery, 1953, 33: 52- 

Following the demonstration of the potentialities 
of hypothermia as an aid in cardiac surgery, first by 
Bigelow and then by Boerema, the authors proposed 
to use hypothermia experimentally as an aid in the 
production and correction of intracardiac defects 
under direct vision. The production of atrial septal 
defects was attempted in 39 animals with 27 sur- 
vivors. Among the last 10 attempts there were 9 
survivors. Twenty-six of the survivors had opera- 
tions for closure of the defects, and in 17 the defects 
were closed successfully and the animals survived. 
Among the last 1o attempts at closure there were 
also 9 survivors. 

At the time of production of the defects and also 
during the repair of the defects, the same cooling tech- 
nique was used. The dog was first anesthetized with 
pentothal sodium and then cooled by being wrapped 
entirely in a rubberized blanket through which a 
cold alcohol solution flowed. The trachea was intu- 
bated and an automatic respirator was used. The 
body temperature of the animals was reduced to 
from 26 to 28°C. rectally and the pulse rate was re- 
duced to from 50 to 70 per minute. The local anes- 
thetic agent was injected into the pericardial sac 5 
minutes before the direct manipulation of the heart 
was begun. After the pericardium was opened and 
the operators were ready to open the right atrium, 
loops of silk were tightened about both cavae, and 
during some of the more recent operations a Satinsky 
vena cava clamp was applied to the base of the heart 
to occlude the pulmonary artery, the aorta, and the 
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origin of both coronary arteries. The right atrium 
was opened through a longitudinal incision and 
then the greater part of the membranoys septum 
was removed to create a large defect. The inci- 
sion in the right atrium was closed with a running 
stitch of No. ooo silk. As this suture line was being 
completed the heart was filled rapidly with a saline 
solution injected through a polythene catheter. 
Filling of the heart in this manner allowed evacua- 
tion of all of the air still remaining within the 
chambers. 

When the defects were closed, the right atrium 
was opened through the same wound which had been 
used previously, and when the defect was identified 
it was closed with a running stitch of No. ooo silk. 
During this closure the polythene catheter was in- 
troduced through the defect into the left atrium for 
the purpose of injecting saline solution rapidly into 
this chamber to wash out any residual air. It seemed 
that even when a very small amount of air remained 
within the left atrium after its closure it would find 
its way into the coronary arteries when the circula- 
tion was restarted. The result of that accident was 
usually fatal. 

After the completion of either the production or 
the closure of a septal defect, the animal was re- 
warmed with heated alcohol solution which was cir- 
culated through the rubberized blanket, or by im- 
mersing it in hot water. The success of the present 
technique appears to be based primarily on its ability 
to prevent the accident of coronary air embolism, a 
frequent cause of ventricular fibrillation in the early 
series. In developing the operative procedure, the 
authors have also been concerned with the occur- 
rence of ventricular fibrillation not related to air 
embolism. In preventing this type of fibrillation, 
they have not been completely successful, but its 
treatment with electrical defibrillating shocks has 
often been life-saving. 

The same technique that was employed in dogs 
had been employed by the authors for the successful 
closure of an atrial septal defect in a child. The pa- 
tient was an underdeveloped, sickly, 2914 pound, 5 
year old girl in whom the diagnosis of an atrial septal 
defect had been established by cardiac catheteriza- 
tion. On September 2, 1952, she was anesthetized 
with pentothal sodium and curare, and the trachea 
was intubated. She was then wrapped in the re- 
frigerated blankets until, after a period of 2 hours 
and ro minutes, her rectal temperature had fallen to 
28°C. At this point the blankets were removed and 
the chest was entered through the bed of the right 
fifth rib. The cardiac inflow was occluded for a total 
of 54 minutes and during this time a septal defect 
measuring approximately 2 cm. in diameter was 
closed under direct vision, in the manner described 
in the experimental method. In one respect the pro- 
cedure was easier than it had been in dogs, for the 
right atrium was more dilated and hence roomier to 
work in. When the Satinsky clamp and ligatures had 
been removed, the pulse promptly regained its 
strength. 
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At the conclusion of the operation, which lasted 58 
minutes, the patient’s rectal temperature was 26°C. 
To rewarm her she was placed in hot water kept at 
45°C., and after 35 minutes her rectal temperature 
had risen to 36°C. at which time she was removed 
from the bath. Recovery from the anesthesia was 
prompt and her subsequent postoperative convales- 
cence has been uneventful. She left the hospital on 
the eleventh postoperative day. 

Haroip A. ZINTEL, M.D 


The Indications for and the Results of Commis- 
surotomy for Mitral Stenosis. Roserr P. 
GLovEeR, Tuomas J. E. O’NeErtL, James S. C. 
Harris, and O. Henry JANTON. J. Thorac. Surg., 
1953, 25: 55- 

The authors report the results of 256 commissuro- 
tomies performed for mitral stenosis. In this series 
the operative mortality rate was 5.4 per cent, while 
the over-all mortality rate averaged 7.8 per cent. 
The follow-up involved 164 patients, 118 females 
and 46 males who were observed from 6 months to 
3% years. The average age of the patients was 35 
years; the youngest was 4 years and the oldest 59 
years. Patients with mitral stenosis were placed in 
categories: asymptomatic, statically incapacitating, 
progressively incapacitating, terminally incapaci- 
tating. The operative mortality was highest in the 
patients in the terminally incapacitating or irre- 
versible category. Most of the patients (105) were 
in the progressively incapacitating category in spite 
of medical therapy. Common symptoms prior to 
operation were progressive dyspnea and fatigue, 
congestive heart failure, hemoptysis, and arterial 
embolism. In one-third of the patients, mitral in- 
sufficiency diagnosed as coexistent with mitral steno- 
sis was not corrborated at operation. Enlargement 
of the left ventricle due to mitral insufficiency or to 
valvular disease usually contraindicated surgery. 
The operation is usually well tolerated by patients 
with auricular fibrillation, and surgery is contra- 
indicated only when the ventricular rate is uncon- 
trollable. Patients with congestive heart failure 
required a prolonged course of medical therapy prior 
to operation and in this group many of the best 
operative results were obtained. 

The clinical manifestations of mitral stenosis could 
be correlated with the degree of pulmonary hyper- 
tension and the x-ray findings. Pulmonary artery 
hypertension caused dyspnea, increased fatigability, 
acute pulmonary congestion, and cardiac failure. 
Roentgenographic changes due to pulmonary artery 
hypertension were left atrial and right ventricular 
enlargement and dilated pulmonary arteries. In the 
majority of these cases the electrocardiogram showed 
right axis deviation. Pulmonary hypertension can 
best be characterized by hypertrophy of the right 
ventricle, enlargement of the left atrium and pul- 
monary artery, and sclerosis of the large and small 
pulmonary vessels. After commissurotomy, the pul- 
monary arterial pressure fell and then became sta- 
bilized over the months following operation. 
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At operation, the mitral valve orifice was found to 
vary from 0.5 to 1.0 cm. in diameter with variable 
fixation of the periorificial ring. In 157 cases the 
valve leaflets were separated surgically and thus 
restored to partial or complete function. The opera- 
tive procedure consisted mainly of anterolateral 
commissurotomy. The greatest number of opera- 
tions were performed by the combined method with 
the finger and knife. The presence of calcium on the 
valve leaflet did not preclude a good clinical result. 
Commissurotomy failed to benefit patients with 
thickening of the valve cone with shortening of the 
chordae tendineae and fixation of the atrioventricu- 
lar ring. 

A variety of postoperative complications occurred. 
Pleuropericarditis with pain occurred in 38 per cent. 
This type of pain was localized to the lower subster- 
nal area with radiation either to the neck or back. 
Pericardiai effusion occurred in g patients. This type 
of effusion was not associated with cardiac tampo- 
nade but was characterized by orthopnea, hyperp- 
nea, and profuse perspiration. Relief was always 
obtained by aspiration of the fluid. Auricular fibrilla- 
tion developed in 23 postoperative cases and re- 
mained as a permanent complication in 15 patients. 
Arterial embolization occurred in 3 patients, causing 
hemiplegia in 2 and gangrene of the extremity in 1. 
Reactivation of rheumatic disease did not occur in 
this series. However, histologic evidence of rheu- 
matic fever was found in the resected appendages of 
49 patients. A pericardial friction rub was heard in 
all cases in the first 10 days after surgery. The mi- 
tral diastolic rumble diminished in intensity while 
the mitral systolic murmur became evident and per- 
sisted thereafter. The mitral first sound remained 
sharp and did not appear to be affected by mitral 
valve surgery. Although pulmonary artery pressure 
declined, the pulmonic second sound remained ac- 
centuated. 

Postoperative follow-up revealed that an excellent 
result was obtained in 48.7 per cent of the patients 
who were restored to a normal life and activity. 
Twenty-seven per cent of the patients received 
definite benefit and 12 per cent were not benefited. 

B. G. P. SHarrrorr, M.D. 


The Surgical Therapy of Mitral Valve Stenosis (La 
terapia chirurgica della stenosi della mitrale). CARLO 
Mauro. Gior. ital. chir., 1952, 8: 561. 


The author reviews the subject of mitral stenosis 
and presents illustrations of the physiopathology 
and surgical anatomy involved. Various methods of 
treatment are mentioned and the technique of digital 
valvuloplasty is described in detail. The author dis- 
cusses the indications and contraindications for 
surgery, the preoperative and postoperative care, 
the operative and postoperative complications, and 
the results that have been obtained. 

A detailed report is presented of 17 cases observed 
by the author while he was on the service of Churchill 
at the Massachusetts General Hospital, in Boston. 

Lucian J. Fronputi, M.D. 


THE THORAX 


135 


Surgical Treatment of Aortic Stenosis. C. P. Bar- 
LEY, H. P. REDONDO RAmiREz, and H. B. Lar- 
ZELERE. J. Am. M. ASs., 1952, 150: 1647. 

Aortic stenosis is usually produced by rheumatic 
fever, occasionally it is of congenital origin and not 
infrequently it is arteriosclerotic. The latter form 
occurs in patients of advanced years who do not 
present the severe signs of valvular obstruction 
common in the rheumatic type. It is doubtful 
whether surgery is of value in the arteriosclerotic type. 

The development of the rheumatic stenotic state 
in the aortic valve follows two main patterns. In 
one the commissures become uniformly agglutinated 
which leads to reducticn of the valve orifice to a 
tiny triangular aperture in the center of the aortic 
ring, which is held rigidly open during both systole 
and diastole by fibrosis, so that there is always an 
appreciable regurgitation associated with the stenosis. 

The other common pattern is unequal fusion of the 
commissures which leads to an eccentric location of 
the orifice. Usually the anterior commissure be- 
comes obliterated so that the two anterior cusps 
are fused and in effect a bicuspid valve is formed with 
the two anterior cusps acting as one cusp, and the 
posterior as the other. The anterior cusp is rigid 
and any remaining function is supplied by the less 
diseased posterior cusp. This bicuspid valve is not 
infrequently completely incompetent, producing pure 
aortic stenosis. 

Advanced aortic stenosis producing congestive 
failure does not respond to any medical therapy, 
and because of its extremely bad prognosis, the 
medical profession has been concerned for a long 
time with its possible surgical correction. The first 
attempt at operative correction of a valvular lesion 
in a human being was that of Tuffier, who in 1913 
successfully digitally dilated a stenotic aortic valve 
by invaginating the flaccid anterior aortic wall and 
thus avoiding direct opening of the cardiovascular 
system. This technique is not recommended be- 
cause of the danger of rupturing the aortic wall. 

The authors reported their experimental efforts 
and early treatment of clinical cases of aortic stenosis 
in 1950 (J. Thorac. Surg., 1950, 20: 516). It was 
shown at that time that the production of aortic 
regurgitation was poorly tolerated even in normal 
dog hearts, and was rapidly fatal in human patients 
with aortic stenosis. For this reason, cutting of the 
stenosed valve with a valvulotome was discarded 
as a possible method of treatment. Retrograde 
dilatation of the stenosed valve with a dilator passed 
through the right common carotid artery was like- 
wise abandoned because of the danger of forming a 
false passage. However, any simple dilating device 
applied to the orifice of the stenotic aortic valve 
can produce an enlargement of the opening by 
splitting or tearing apart one or more of the fused 
commissures. This is comparable to the digital sepa- 
ration of the commissures of the stenotic mitral 
valve and results in restoration of fairly normal 
valvular function and relief from stenosis without 
the production of regurgitation. 
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This report deals with a series of 21 additional 
patients with severe aortic stenosis who were treated 
by simple dilatation of the obstruction. . The first 
of these was treated by the retrograde carotid ap- 
proach and died when the instrument failed to enter 
the valve orifice and penetrated the right ventricle. 
The remaining dilatations were done through the 
left ventricle. In 11 cases a curved aortic dilator 
of the “umbrella” type was used with 2 deaths in 
the hospital. The authors became displeased with 
the results produced by this dilator because the 
amount of dilatation had been insufficient in several 
cases to provide adequate clinical relief. It was 
also believed that dragging the umbrella-shaped 
dilator back and forth was unduly traumatic, tend- 
ing to pull the heart and its aortic attachment away 
from each other. 

The instrument used at present has a powerful 
dilating mechanism consisting of three parallel 
dilating bars; it is passed over a guide wire inserted 
through the left ventricle. It has been used in 9 
patients, 6 of whom had concomitant mitral stenosis 
which in each case was corrected by commissurotomy 
at the same operative stage just before dilation of 
the aortic valve. There has been no death in this 
series of 9 patients and all show apparently excellent 
results. A footnote states that since the presentation 
of this article, 8 additional patients have been op- 
erated on (4 with concomitant mitral stenosis) with 
7 good results and 1 operative death. 

The technique of aortic commissurotomy varies 
with the presence or absence of mitral stenosis of 
sufficient severity to require mitral commissurotomy. 
When both aortic and mitral commissurotomy are 
necessary simultaneous correction is essential. When 
only the aortic valve is involved the patient is 
placed in a supine position and the anterolateral 
incision is placed over the fifth or sixth left inter- 
space. The internal mammary vessels are divided 
and ligated, the costal cartilages are cut close to the 
sternum, and the ribs are spread widely apart. A 
2 inch transverse incision is made into the pericardi- 
um 1 inch above the ventricular apex, and a purse- 
string suture of No. 2 braided silk is placed in a 
triangular fashion about an area 1% inches across, 
biting deeply into the left ventricular myocardium. 
The ends of the purse-string suture are incorporated 
in a Rumel-Belmont tourniquet, which provides 
easy, reliable control of hemorrhage from the ven- 
tricular chamber. Another pericardial incision is 
made over the base of the heart, permitting the 
operator to feel the root of the aorta with his left 
hand; his fingers pass behind the aorta and the 
thumb lies in front of it. A % inch incision is made 
in the purse-stringed area of the ventricular wall, 
and the olivary tip of the wire guide is passed into 
the chamber and guided somewhat toward the inter- 
ventricular septum and upward toward the aortic 
valve. Usually it passes easily into the aortic lumen 
and is immediately palpable on aortic compression 
to the thumb and index finger of the left hand. The 
ventricular incision is then lengthened to % inch 
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and the instrument is passed into the heart until 
the dilating head is felt by the palpating hand to lie 
halfway through the stenotic aortic valve. The 
safety catch is then released and the dilating bars 
are opened by squeezing the handle. The swivel 
attachment of the dilating head permits automatic 
rotation, which allows the three wedgelike dilating 
bars to adjust to any remaining traces of the original 
valve commissures. The instrument is then closed 
and withdrawn, and the purse-string suture is re- 
placed by several interrupted sutures. 

When simultaneous mitral commissurotomy is re- 
quired, the left lateral approach through the fifth 
interspace is chosen. Tapes are placed around the 
left common carotid and innominate arteries to pre- 
vent brain embolization during the strategic mo- 
ments of the definitive surgery on both of the valves. 
The mitral commissurotomy is performed in the 
usual manner. The aortic valve is next approached 
from the lateral aspect of the left ventricle, much 
in the manner previously described when the an- 
terior approach is used. 

While it is essential to establish an adequate 
passageway through the aortic valve, it is not neces- 
sary to restore the aperture to normal size. Opening 
the valve to 50 per cent of its normal size will re- 
lieve all symptoms. 

Postoperatively, these patients have a minimum 
of difficulty, except for some pain from traumatic 
pericarditis, and are discharged on the tenth to the 
fourteenth day. Jerrrey Ferris, M.D. 


Experimental and Clinical Investigation of the 
Physiology of Arterial Hypertension with Co- 
arctation of the Aorta (Investigacion y clinica: 
sobre la fisiopatologia de la hipertension arterial en 
la coartacion aortica). Errk AsK-UpMaArK. Fol. clin. 
internac., 1952, 2: 435. 

As a result of their clinical and experimental ob- 
servations, the authors conclude that the pathogene- 
sis of the arterial hypertension in aortic coarctation 
is primarily due to the reduced arterial reservoir 
available in this condition, since (1) the constric- 
tion of the aortic arch in cats resulted in the same 
elevation of blood pressure whether the kidneys 
were present or not; (2) the diastolic blood pressure 
in the cranial half of the body was fairly normal 
in several instances; and (3) the retinal picture, as 
described by Ganstrom, was characterized by cork- 
screw tortuosities not met with in any other hyper- 
tensive disorder. W. Foster Montcomery, M.D. 


New Technique of Surgical Management of the 
Patent Ductus Arteriosus. Harry A. DAvIs. 
Arch. Surg., 1953, 66: 48. 


Since there are technical difficulties encountered 
during surgical operations for patent ductus arte- 
riosus which are due directly or indirectly to dissec- 
tion of the ductus, a new technique for surgical man- 
agement of the patent ductus arteriosus was devised. 
Hemorrhage that occurs during operations for patent 
ductus arteriosus may be due not only to a tear in 



























Fig. 1 (Davis). Pulmonary artery forceps. 


the wall of the ductus, which is most frequent, but 
also to a tear in the ductus at its junction with the 
aorta or to tearing of the pulmonary artery near or 
at its junction with the ductus. These mishaps occur 
as a result of lack of adequate control of the 2 vessels 
connected with the patent ductus arteriosus, name- 
ly, the aorta and the pulmonary artery. The Potts- 
Smith aortic forceps has been employed to prevent 
hemorrhage from the aortic end, but the pulmonary 
artery has been left uncontrolled. With the present 
technique and newly devised instrument, it is 
possible to control the pulmonary artery by occlu- 
sion with the newly devised clamp. 

Investigations of this new technique were carried 
out on animals and by means of anatomic studies of 
the human cadaver. It was found that with this tech- 
nique (Fig. 1) it is possible to occlude the left pul- 
monary artery and the aorta simultaneously. The 
new forceps devised is illustrated (Fig. 2). 

It was pointed out that the lung is very resistant 
to ischemia produced by occlusion of the pulmonary 
artery and that its tolerance to ischemia is greater 
than that possessed by many other tissues, notably 
the central nervous system, the liver, the heart, kid- 
neys, and the alimentary tube. 

Jonn E. Karasin, M. D. 


ESOPHAGUS AND MEDIASTINUM 


Freeing of the Esophagus Imbedded in Adhesions 
Due to Filling of the Pleural Cavity by Paraffin 
(Die Enthuelsung der Speiseroehre bei Stenosen nach 
Paraffinplomben). H. Krauss. Deut. med. Wschr., 
1952, 77: 1144. 

If collapse therapy is used in the treatment of 
tuberculous lungs, and if afterwards the pleural cav- 
ity is filled by liquid paraffin, an intramediastinal 
inflammation occasionally follows. This leads to 
adhesions around, and to stenosis of, the esophagus. 
The author performed operations in 3 cases of this 
type. A strip of the scar tissue, with esophagus im- 
bedded, was removed in its whole length but only in 
its periphery; thus a lateral longitudinal diverticu- 
lum was established which allows the passage of 
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Fig. 2 (Davis). Technique of division employing simul- 

taneous occlusion of the pulmonary artery and aorta. A, 

Pulmonary artery forceps placed before isolation of the 

ligamentum (ductus). B, Pulmonary artery forceps placed 
after isolation of the ligamentum (ductus). 


food. The procedure was followed by treatment 
with bougies. Oscar Hirscu, M.D. 


Plastic EsophagealProsthesis (Prothése de l’oesophage 
en matiére plastique). P. CHALNot, R. BENICHOUX, 
and P. Gitte. Presse méd., 1952, 60: 1742. 


After experimentation with dermal tubes and 
various inert materials in dogs, polyvinyl tubes were 
found most satisfactory. With use of the right 
thoracic approach, the two ends of the esophagus 
were attached to the tube by interrupted sutures. 
The method required for this procedure was not 
complicated, but it was found essential to transfix 
the two esophageal ends and the tube itself to pre- 
vertebral muscles. Tolerance to the plastic material 
was excellent and regeneration of the esophageal 
segment, albeit with retracted caliber, took place. 

The relative simplicity of the operation and the 
good tolerance in the dog, despite difficulties in post- 
operative care, suggest the use of this technique in 
man. One of its advantages is that it affords the 
possibility of a preoperative gastrostomy and per- 
mits preparation of the undernourished patient. 
The experimental animals were fed by mouth after 
the third or fourth postoperative day. 

Jonas BRACHFELD, M.D. 


Esophageal Obstruction Due to Paraffinoma of the 
Mediastinum: Reconstruction by Means of an 
Intrathoracic Colon Graft. FREDERICK G. KEr- 
GIN. Ann. Surg., 1953, 137: QI. 


The subject of this case report was a female pa- 
tient who developed an esophageal obstruction 6 
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years after the instillation of gomenol in liquid paraf- 
fin as part of the treatment by right extrapleural 
pneumonolysis. The most prominent symptoms 
were dysphagia, marked weight loss, and pain at the 
manubrium sterni. Roentgenograms showed a 
homogeneous space-filling lesion occupying the right 
apex of the chest and a smooth stenosis of the esoph- 
agus beginning 4 cm. below the cricopharyngeus. 
A similar mass involved the pectoral muscles. At 
the first operation the lesion was proved to be a 
paraffinoma which involved the mediastinum and 
extended around to the pectoral muscles. In subse- 
quent operations, a loop of transverse colon was 
brought up through the left chest to the neck. The 
transplanted transverse colon was about 25 cm. long 
and contained the middle colic artery in its mesen- 
tery. The transplant passed behind the stomach, 
passed through the diaphragm, and extended up 
behind the lung root to the left side of the neck. The 
hepatic flexure end of the graft was anastomosed to 
the side of the cervical esophagus and the distal end 
was anastomosed to the thoracic esophagus just be- 
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low the inferior pulmonary vein. Postoperatively, a 
tracheotomy was temporarily necessary. Within 5 
months after operation the patient had completely 
recovered. She had gained 20 lb. in weight and had 
no difficulty in swallowing. 

Reconstruction of the esophagus in young people 
with intractable obstruction presents a variety of 
problems which differ from those in older patients 
with obstruction due to carcinoma. For cosmetic 
reasons, skin tubes should not be fashioned in female 
patients. The stomach should be preserved as a 
functional unit of the digestive tract and its trans- 
plantation to the thoracic cavity should be avoided. 
Preservation of the esophagogastric sphincter with 
the interposition of an isoperistaltic segment of 
bowel protects against marginal ulceration and re- 
duces the need for vagotomy. The jejunal graft is 
more difficult to develop as a graft because of limita- 
tions imposed on the length of the transplant by 
anatomical variations in its pedicle and uncertain- 
ties as to the adequacy of the blood supply. 

B. G. P. SHAFIROFF, M.D. 

















ABDOMINAL WALL AND PERITONEUM 


The Clinical Picture of Fluctuating Hyperplastic 
Peritoneum (Klinischer Beitrag zu dem Krank- 
heitsbild des Peritonaeum hyperplasticum fluctu- 
ans). Erich Hotper. Langenbecks Arch. u. Deut. 
Zschr. Chir., 1952, 272: 371. 

The author calls attention to a very rare entity 
which was first described as an autopsy finding by 
Billigheimer in 1920. The finding was a grayish 
white material resembling a spider web, which was 
apparent on both the visceral peritoneum of the 
small and large intestine as well as on the parietal 
peritoneum and the pleural surface. It was movable 
on the surfaces to which it was attached, but not 
readily separated from them. Histologically, it ap- 
peared as a relatively acellular connective tissue, 
very avascular, and showed no evidence of either 
acute or chronic inflammatory reaction. Billigheimer 
suggested that this was probably some form of con- 
genital anomaly as his patient had no symptoms 
from this structural fault. 

Holder observed a similar case. A 23 year old 
male was admitted to his service with all clinical 
signs of obstruction of the small bowel with increas- 
ing severity over a 3 month period. The obstruction 
had become complete 3 days previously. Attempts 
at conservative therapy for the obstruction with in- 
testinal intubation were unsuccessful. 

At operation the small intestine was found to be 
covered with the membranous material described in 
the previous instance. In several places, however, 
there were adhesion bands between the adjacent 
loops of intestine and between these membranes. 
The membrane could be separated from the bowel 
surface without too much difficulty and the bands 
of adhesions came with the membrane. A point of 
definite constriction of the bowel was found, and 
when the membrane had been stripped off in this 
area, the lumenal continuity was re-established. The 
patient made a good recovery and has since re- 
mained well. 

The author notes that in this case, in contrast to 
the one previously reported, only the small bowel 
appeared to be involved. The material could be 
separated from the surface of the bowel, which left 
an intact serosa. WittraM C. Beck, M.D. 


GASTROINTESTINAL TRACT 


The Role of Potassium in Electrolyte Disturbances 
Appearing After Uncontrolled Vomiting (Réle 
du potassium dans les déséquilibres électrolytiques 
apparaissant apres les vomissements incoercibles). 
W. TELO. Acta Gastroenter. belg., 1952, 15: 659. 


This study concerns the levels of potassium, sodi- 
um, chloride, and acid in the stomach contents, 
vomitus, and bile. 
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Analyses of the gastric contents after a histamine 
test meal showed that the potassium curve closely 
followed that of the hydrochloric acid, although the 
highest value came before the height of the acid 
curve. In individuals with low acid values the potas- 
sium curve was correspondingly low. Sodium fell in 
a continuous curve except in the hypoacid subjects 
in whom it did not vary appreciably. On the basis of 
of the potassium concentration one can calculate a 
daily loss of 2 to 7 times the total in the plasma in 
cases of vomiting. Tuomas C. Douctass, M.D. 


Total Gastrectomy in a Child of 2 Years, for Cor- 
rosive Gastritis After Ingestion of Acid (Gas- 
trectomie totale chez un enfant de 2 ans pour gastrite 
corrosive aprés ingestion d’acides). A. DE LANnpt- 
SHEER. Acta gastroenter. belg., 1952, 15: 796. 


Ingestion of acids in small amounts may cause 
severe lesions of the stomach without affecting the 
esophagus at all. This is in contrast to the effect of 
alkalies which always cause corrosion of the eso- 
phageal mucosa. 

The author reports the case of a 2-year-old child 
who had taken between 20 and 40 c.c. of a mixture 
of concentrated hydrochloric acid and zinc oxide. 
After an initial hematemesis he was asymptomatic 
for 2 weeks. A barium roentgenogram taken at this 
time did not reveal any lesion in the esophagus or 
the stomach. During the next few weeks, however, 
feeding became more and more difficult, and extreme 
malnutrition and dehydration developed. A new 
roentgenogram taken at this time, about 7 weeks 
after the accident, revealed dilatation of the esoph- 
agus and almost complete disappearance of the 
lumen of the stomach. 

At laparotomy extreme cicatrization and stenosis 
of the stomach, especially of the pyloric antrum, was 
found. The entire stomach was amputated and an 
esophagoduodenostomy was performed. Recovery 
was uneventful. WERNER M. Sotmitz, M.D. 


The Treatment and Prognosis of Acute Perforated 
Peptic Ulcer. F. Avery Jones, R. DoLt., KEENA 
Jones, and BARBARA WuiTeE. Brit. M.J., 1953, 1: 
122. 


Seven hundred and fifteen patients with per- 
forated peptic ulcer were admitted to the Central 
Middlesex Hospital, England, from 1938 to 1951. 

The mortality has been stationary since 1947, and 
since that time 340 patients were treated. Including 
the cases diagnosed after death, the mortality was 
7.9 per cent. Treatment consisted of nonoperative 
medical management, simple closure of the perfora- 
tion, and gastrectomy; it depended upon the indica- 
tions. Twenty patients were not operated on, mostly 
because the condition was not diagnosed or the pa- 
tient was too ill; 17 of these died. In 301 patients 
simple surgical closure was carried out; 10 of these 
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died, giving a fatality rate of 3.3 per cent. Nineteen 
patients were treated by immediate partial gastrec- 
tomy without a death; in the first 6 months of 1952 
the number so treated was increased to 30. The 
concurrent association of hemorrhage and perfora- 
tion was successfully treated by both simple closure 
and by immediate partial gastrectomy. 

During the period from 1938 to 1948, 74 patients 
treated by simple closure for perforated gastric ulcers 
and an equal number of comparable patients with 
perforated duodenal ulcers were followed up from 2 
to 12 years. Ten patients could not be traced. Eight 
(11%) of the “‘gastric’ patients, but none of the 
“duodenal” patients, are known to have died of 
carcinoma of the stomach. Seven (5%) of all the 
patients died of peptic ulcer. 

The late prognosis among the known survivors 
was unaffected by the sex or age of the patients or the 
site of the ulcer. It was affected by the length ofthe 
history prior to the perforation and by whether or 
not the ulcer had been previously diagnosed; in the 
latter group of patients 50 per cent suffered a further 
gastric operation. 

There are advantages and disadvantages of the 
three current methods of treatment, and it is con- 
cluded that no one method should be the method 
of choice in all cases. In any one series all three 
methods have their proper place. 

Medical treatment has not been reported to pro- 
vide a better immediate prognosis than the standard 
surgical treatment; it does not permit patients to be 
selected for immediate partial gastrectomy after 
inspection of the ulcer, and there is no reason to 
suppose that the late prognosis is any better than 
that achieved by simple surgical closure. The 
method is contraindicated in the presence of bleed- 
ing or of pyloric stenosis, for a perforation after heavy 
eating or drinking, and in air swallowers. It is pref- 
erable when (a) efficient surgery is not available, 
(b) other associated diseases greatly increase the 
risk of surgery, and (c) perforation has occurred at 
gastroscopy and the stomach is empty. 

Immediate partial gastrectomy is the method of 
choice for a surgeon experienced in the technique 
when (a) the perforation is gastric and, although the 
ulcer may appear simple, there is a risk that it may 
hide an unrecognized carcinoma, (b) the patient 
gives a history of more than 1 year of dyspepsia and 
an ulcer has been diagnosed previously (because a 
high proportion of such patients will require a fur- 
ther operation if treatment is limited to simple 
closure), or (c) perforation and hemorrhage from an 
ulcer occur concomitantly. 

FREDERICK W. PRESTON, M.D. 


Primary Results in Palliative Surgical Treatment of 
Perforated Gastroduodenal Ulcers. STEN WAL- 
LENSTEN. Acta chir. scand., 1952, 104: 33. 


The author has distinguished between palliative 
and radical surgical management of gastroduodenal 
perforations. He has defined primary gastric resec- 
tion as a radical approach—differentiated from sim- 
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ple closure, and excision and closure of the ulcer 
which are considered palliative procedures. 

A series of 259 cases of perforated gastroduodenal 
ulcer is reported. These patients were all operated 
upon in the surgical department of Serafimerlasa- 
rettet, Stockholm, Sweden, during the period from 
1930 to 1951 inclusive. In this group of patients, 
109 had gastric ulcers, and 150 had duodenal ulcers; 
the majority of all lesions occurred within an area 
adjacent to either side of the pylorus. Ninety-one 
per cent of the patients were men and g per cent 
were women. The perforation was the initial mani- 
festation of the disease in 30 per cent of the cases. 

The author has conceded that in the majority of 
cases the diagnosis of gastroduodenal perforation is 
not particularly difficult. In a fair percentage of 
cases, however, (15 per cent of the present group) the 
history and findings may be quite atypical. Three 
major groups of atypical cases are distinguished: 

1. Cases with pain typical of perforation which 
rapidly subsides and leaves in its wake a soft abdo- 
men with mild epigastric tenderness or a guarded 
abdomen with tenderness localized to the right lower 
quadrant. A diagnosis of appendicitis is often made 
in the latter group. 

2. Cases with typical pain of perforation which 
rapidly subsides and is temporarily associated with 
a soft abdomen, but in which recurrence of pain 
with typical abdominal findings is then noted. 

3. Cases in which the typical pain of perforation 
is completely lacking. The onset of the disease is 
gradual with gnawing abdominal pain often localized 
later to the right iliac fossa. The abdominal findings 
are frequently quite vague, and localization of 
tenderness may be varied. 

The value of a preoperative scout film of the 
abdomen for the establishment of the presence of 
free air is emphasized by the observation that a posi- 
tive diagnosis was made in the present series in 76 
per cent of 144 patients so examined. Further 
significance is afforded this observation by the fact 
that a positive diagnosis was made by a roentgeno- 
gram in 11 of 15 atypical cases. 

Treatment and operative technique: 254 of the 
259 patients were treated surgically, and 5 were 
managed conservatively. Of the surgical patients, 
186 were subjected to simple closure of the perfora- 
tion. In 58 patients, excision of the ulcerated lesion 
and simple closure of the wound were performed. 
In the first decade of this study, a supplementary 
gastrostomy was created in almost all of the cases. 
During the last 10 years, gastric drainage by duode- 
nal tube has replaced the former procedure. 

In 9 instances, a primary gastric resection was 
performed. This procedure has been limited to rela- 
tively young patients with a long history of ulcer, 
who have been admitted to the hospital within a 
few hours of the onset of distress. The author has 
stressed that despite the absence of mortality in 
these cases, policy still dictates palliative surgical 
repair rather than the more radical gastric resection 
in the treatment of acute gastroduodenal perforation. 
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The mortality rate for the entire group was 9.3 
per cent; for the 254 surgically treated patients, 8.6 
per cent; for the simple closures, 7 per cent; and for 
those treated by excision and suture, 15.5 per cent. 
The mortality rate increased from 5.3 per cent for 
those patients operated upon within 6 hours after 
perforation to 60 per cent for patients operated upon 
after 24 hours. The influence of chemotherapy and 
antibiotics is noted from the observation that the 
mortality rate decreased from 11.6 per cent during 
the years 1930-1939 to 3.8 per cent during the years 
1947-1951, during which period these drugs have 
been generally available. The author has indicated, 
however, that these drugs have been used in con- 
junction with operation only when specifically 
indicated. Harvey N. Lippman, M.D. 


Report of the Committee on Surgical Procedures of 
the National Committee on Peptic Ulcer of the 
American Gastroenterological Association. Gas- 
troenterology, 1952, 22: 295. 


This extensive survey was undertaken to weigh the 
relative merits and disadvantages of the various 
surgical procedures used in the treatment of peptic 
ulcer. The cases of 4,076 patients with peptic ulcer 
treated by vagotomy, with or without other surgical 
measures, were reviewed, and the results were com- 
pared with those obtained in 1,144 cases of patients 
treated by subtotal gastric resection. The data were 
assembled through questionnaires sent to surgeons in 
several cities, and multiple tables were prepared by a 
statistical consultant. 

Subdividing the vagotomy group according to the 
site of the ulcer and the type of procedure, the fol- 
lowing classes were large enough to warrant statis- 
tical analysis: 


Duodenal ulcer 
Transthoracic vagotomy only 376 |... 
Subdiaphragmatic vagotomy only... 403 { 779 
Subdiaphragmatic vagotomy with 
Gastroenterostomy 1178 
Pyloroplasty 122 > 1662 
Gastric resection 362 


Gastrojejunal ulcer 
Transthoracic vagotomy only 
Subdiaphragmatic vagotomy only... 


Gastric ulcer 
Subdiaphragmatic vagotomy with 
gastric resection 


Among the 1,144 gastric resections 108 were per- 
formed for gastrojejunal ulcer and the remainder, 
1,036, were done for duodenal ulcer. Of the patients 
in the latter group, 534 had less than 70 per cent of 
their stomachs removed and 502 had more than 70 


per cent removed. A history of hemorrhage ap- 
peared to be a significant factor in reducing the 
amount of stomach resected. For example, of the 
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patients with gastrojejunal ulcer without previous 
hemorrhage 51.4 per cent had more than 70 per cent 
removed, while of the patients with the same type of 
ulcer but with previous hemorrhage only 13.2 per 
cent had this amount of stomach resected. In 73.8 
per cent of all the resections the ulcer was removed 
along with the specimen. The antrum was removed 
in 93.9 per cent of the patients with duodenal ulcer 
without previous hemorrhage; these had less than a 
70 per cent resection, which was the lowest percent- 
age of antrum removal in any group. Similar pa- 
tients with a history of hemorrhage and with more 
than 70 per cent stomach resection had too per cent 
antrum removal. 

The follow-ups on patients undergoing resection 
varied from 17.5 to 39.1 months, as compared to the 
shorter follow-ups on patients subjected to vagotomy 
in which it varied from 9.7 to 20.8 months. This 
shorter follow-up tends to favor the vagotomy series 
in that some patients classified as presenting good 
results might show poor results on longer follow-up, 
but this actually emphasizes rather than detracts 
from the final conclusions of the survey. 

The duration of hospitalization in vagotomy cases 
varied from averages of 12.2 to 17.9 days for the 
various procedures. The average hospital stay for 
patients with duodenal ulcer treated by subdia- 
phragmatic vagotomy and gastroenterostomy was 
15.3 days. Patients who had more than 70 per cent 
gastric resection for duodenal ulcer without hemor- 
rhage had an average hospital stay of 15.6 days. 
Strangely enough, the group with less than 70 per 
cent gastric resection for duodenal ulcer had an 
average 17 day hospitalization, a day and a half more 
than those undergoing the more extensive procedure. 
A history of hemorrhage increased the average hos- 
pitalization about a half day in both instances. The 
average patient undergoing resection may expect a 
day or so longer stay in the hospital than the vagot- 
omy patient, but this varies considerably and is not 
significant. 

Of the immediate postoperative sequelae, clinical 
retention and diarrhea were the most common in the 
vagotomized patients. In patients subjected to 
vagotomy alone, 11.7 to 12.6 per cent had a persist- 
ent retention postoperatively, while in patients with 
vagotomy combined with other procedures, only 3.1 
to 4.9 per cent showed persistent retention. In the 
gastric resection group, 0.0 to 0.3 per cent showed 
evidence of persistent gastric retention. Thus, pa- 
tients subjected to vagotomy or combined proce- 
dures are considerably more likely to have persistent 
gastric retention than are patients subjected to gas- 
tric resection alone. 

A persistent diarrhea occurred in 1.6 to 4.4 per 
cent of all vagotomized ulcer patients, and a tran- 
sient diarrhea in 4.9 to 19.8 per cent. In the resected 
patients, none reported any transient diarrhea and 
only 15 of 1,144 had persistent diarrhea. Thus, 
diarrhea may be a troublesome symptom following 
vagotomy, but is of negligible importance following 
gastric resection. 
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Pleural effusion was a complication of significance 
only after transthoracic vagotomy, occurring in 38.2 
per cent of such procedures performed for duodenal 
ulcer. After subdiaphragmatic vagotomy ‘and gas- 
troenterostomy, the incidence was 1.0 per cent. No 
incidence of this complication was reported in pa- 
tients treated by resection. 

The dumping syndrome was reported as a post- 
operative sequela in 1.3 to 5.6 per cent of the pa- 
tients who underwent vagotomy and combined pro- 
cedures. Following gastric resection, a persistent 
dumping syndrome was reported in from 4.2 to 28.9 
per cent of the patients. The lower figure (4.2%) 
was for those with duodenal ulcers without hemor- 
rhage in which resection of more than 70 per cent of 
the stomach was performed. Certainly, the dumping 
syndrome is more likely to occur after simple gastric 
resection than it is after vagotomy or combined 
procedures. 

Postoperative peritonitis is not reported as a se- 
quela following vagotomy. It did occur, however, in 
31 cases of gastric resection, the percentages varying 
from 0.0 to 6.5 in the various procedures and ulcer 
sites. 

The mortality figures include all deaths occurring 
within 1 month of the operation. Patients with duo- 
denal ulcer treated by gastric resection suffered a 
mortality of 3.0 per cent. The same type of patients 
treated by subdiaphragmatic vagotomy and gastro- 
enterostomy had a mortality of 1.3 per cent. De- 
spite the fact that the difference is not enough to be 
statistically significant, the mortality following gas- 
tric resection consistently appears to be slightly 
higher than that following vagotomy in correspond- 
ing groups. 

Throughout the series it will be noted that gastric 
resections of more than 70 per cent maintain a con- 
sistent statistical advantage over the less extensive 
resections and this is true even with regard to the 
mortality figures. For example, in duodenal ulcer 
patients without hemorrhage, those with less than 
70 per cent resection had a mortality of 3.3 per cent, 
while those with larger resections suffered only a 1.3 
per cent mortality. 

Several factors are now reviewed to evaluate the 
results from the various surgical procedures for pep- 
tic ulcer. First, immediate relief of pain was re- 
ported in 98.5 to 100.0 per cent of the patients with 
duodenal ulcer who were treated by gastric resection, 
while in the vagotomized patients from 95.9 to 99.3 
per cent had immediate relief. In the latter group 
were included 342 patients who had had both gastric 
resection and vagotomy with immediate relief of 
pain in 96.9 per cent. Patients subjected to subdia- 
phragmatic vagotomy and gastroenterostomy, with 
and without hemorrhage, had relief in 99.3 and 98.4 
per cent, respectively. In the resection group with 
the same type of conditions, those who had less than 
70 per cent of the stomach removed were immediate- 
ly relieved in almost the same percentages (99.0 and 
98.5). If more than 70 per cent of the stomach was 
removed the figures were improved somewhat to 
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100.0 and 99.3 per cent for those with and without 
hemorrhage, respectively. 

Of the patients with gastrojejunal ulcer, 93.6 per 
cent of those subjected to vagotomy had immediate 
relief, compared to 98.0 per cent subjected to gastric 
resection. 

Clinical freedom from ulcer symptoms postopera- 
tively was reported by 94.1 to 96.8 per cent of patients 
with duodenal ulcer treated by resection, regardless 
of the presence or absence of hemorrhage, the 
amount of resection, or the absence or addition of 
vagotomy to the procedure. Following vagotomy 
and gastroenterostomy, however, only 72.3 per cent 
were free of ulcer symptoms, a statistically signifi- 
cant difference. A group of 16 patients treated by 
gastroenterostomy alone was analyzed, and although 
this is too small a group to be significant, it is inter- 
esting to note that 75 per cent were free of ulcer 
symptoms, a higher figure than that attained by gas- 
troenterostomy plus vagotomy. In patients with 
gastrojejunal ulcer, gastric resection again showed to 
better advantage, with 92.1 per cent of the patients 
free of ulcer symptoms, compared to 88.1 per cent 
among those subjected to vagotomy. This difference 
is not statistically significant, however. 

Satisfaction with the operation for duodenal ulcer 
was reported by 93.5 per cent of the patients sub- 
jected to gastric resection, and by 93.8 per cent sub- 
jected to vagotomy and gastroenterostomy. For pa- 
tients with resection and vagotomy combined, the 
figure rose to 96.1 per cent. In patients with gastro- 
jejunal ulcers, resection gave satisfaction in 92.9 per 
cent and vagotomy in only 87.1 per cent. None of 
these are significant figures. 

No significant differences were found in the ability 
to work after surgery, except that in a relatively 
small group of 27 patients with duodenal ulcer with- 
out hemorrhage treated by vagotomy and resection 
only 77.8 per cent were able to work, compared to 
90.5 to 95.2 per cent in all other duodenal ulcer 
groups. No reason for this difference could be found. 
Vagotomy alone showed a slight advantage in gas- 
trojejunal ulcer, but not one of statistical signifi- 
cance. 

Recurrence of duodenal ulcer as shown by roent- 
genography occurred in from 1.3 to 3.6 per cent of all 
patients subjected to either resection or vagotomy, 
or both, but there were no significant differences. 
After gastroenterostomy alone, recurrence was pres- 
ent in 15.8 per cent. For gastrojejunal ulcer, the re- 
currence rate was higher for all procedures, varying 
from 5.3 to 5.7 per cent following gastric resection 
and from 6.5 to g.o per cent following vagotomy. 
Although apparently favoring resection, these figures 
are not statistically significant. 

The incidence of hemorrhage following surgery for 
ulcer is listed by stating the total number of hemor- 
rhages as a percentage of the total number of cases in 
that group. Of course, some patients had more than 
one hemorrhage. In the resection cases, the superi- 
ority of the procedure of removing more than 70 per 
cent of the stomach was again illustrated, for of the 
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patients with duodenal ulcers without previous 
hemorrhage, those treated by the more extensive 
procedure had a 2.6 per cent incidence of hemorrhage 
postoperatively, while those with less than 70 per 
cent resection had a 6.3 per cent incidence. The 
addition of vagotomy brought the percentage to 1.3 
per cent. For vagotomy plus gastroenterostomy the 
postoperative hemorrhage percentage was 2.1. For 
patients with a history of previous hemorrhage, the 
figures were higher, but still parallel to those just 
mentioned in most instances. Once again, for the 
resection group, the advantage of removing over 70 
per cent of the stomach was indicated. For example, 
in duodenal ulcers with a history of hemorrhage, 
resection of over 70 per cent of the stomach resulted 
in a postoperative hemorrhage percentage of 4.2 per 
cent. If less than 70 per cent was removed, the 
incidence rose to 10.7 per cent. 

The following figures represent the percentages of 
patients who gave favorable response to all five of the 
following criteria: satisfaction with the operation, 
freedom from symptoms, ability to work, absence of 
recurrence (x-ray examination), and the absence of 
hemorrhage. The percentage for all patients with 
duodenal ulcer treated by gastric resection was 86.4; 
for resection plus vagotomy, an identical figure was 
given; for vagotomy plus gastroenterostomy, how- 
ever, the percentage responding favorably to all 
criteria was 78.8, a statistically significant difference. 
Even more contrasting are the figures for the gastro- 
jejunal group, in which 83.2 per cent of the patients 
who underwent resection had favorable response to 
all the criteria, and only 60.2 per cent of those subject- 
ed to vagotomy had a similar response. Gastric resec- 
tion alone produced better results in the postgastroen- 
terostomy ulcer than did vagotomy. Vagotomy 
alone proved more effective in the postgastrectomy 
ulcer, but not to a degree to be significant. 

The incidence of abdominal pain or distress in the 
years following surgery did not show much difference 
between vagotomy and resection, but it emphasized 
once more the advantage of a resection of more than 
70 per cent of the stomach as compared to a lesser 
resection. 

A study of the incidence of free acid in the follow- 
up period did not give significant information, for the 
groups were too small and very little information 
was available on gastric resection alone. The hista- 
mine test was used. The figures suggest that the 
combined procedure of resection and vagotomy may 
produce a higher incidence of anacidity than resec- 
tion alone or vagotomy plus gastroenterostomy. 

In summary, subtotal resection of the stomach 
produced better results than gastroenterostomy plus 
vagotomy in the patients studied in this survey. 
This was true especially when more than 70 per cent 
of the stomach was removed. . No evidence was pre- 
sented to indicate that gastroenterostomy plus va- 
gotomy produced any better results than gastro- 
enterostomy alone. However, the gastroenterostomy 
cases numbered only 19, since they were taken from 
the same time period as the other cases, and prob- 
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ably represented special problems in therapy. Gas- 
tric resection alone produced as good results as those 
produced by resection plus vagotomy except for 
higher incidence of histamine achlorhydria in the 
combined procedure. Vagotomy alone may be better 
than gastric resection in patients with a gastro- 
jejunal ulcer following previous resection. 
STANLEY W. TuELL, M.D. 


Results Obtained by Gastrectomy for Ulcer: Study 
of 347 Cases (Resultats obtenus par la gastrectomie 
chez les ulcéreux; suites de 347 cas). J. CHARRIER, 
J. LoycuE, and Potony. Arch. mal. app. digest., Par., 
1952, 41: 743. 

A short report of a follow-up study of 347 cases of 
gastric resection for ulcer shows that of 275 patients 
replying to the questionnaire 122 are well and work- 
ing and have lost no weight, and 131 are in good 
condition and are working with normal alimentation, 
but have some gastric symptoms. Nineteen of the 
patients are not well. The last group has recurrent 
ulcer, tuberculosis, vomiting, and diarrhea. 

The author concludes that, with a 3.3 per cent 
mortality in the elective cases and one of 15 per-cent 
in the emergency cases, surgery should be advised 
in the cases which have not responded to medical 
management. Tuomas C. Douctass, M.D. 


Late Results of Subtotal (Two-Thirds) Gastrecto- 
my for Ulcer (Résultats tardifs de la gastrectomie 
2% pour ulcére). Pierre HILLEMAND, Luis D1EGo 
MarrEI, and BERNARD HILLEMAND. Arch. mal. app. 
digest., Par., 1952, 41: 747. 

The authors have studied the late results of sub- 
total gastric resection on 169:subjects, 38 by ques- 
tionnaire and 131 by examination. The patients 
were divided into two groups, those who were dis- 
satisfied with their operation (103) and those who 
were happy they had been operated on (66). 

The patients who had more or fewer complaints 
were divided on the basis of local and general symp- 
toms. The local disturbances consisted of inflam- 
mation at or near the stoma (16), recurrent ulcer 
(10), reflux into the afferent loop (38), low acid 
values (91), raised or normal acid values (8), and bile 
reflux into the stomach (34). 

The dumping syndrome was found in 44 patients. 
This was most frequent in the group who had had 
no postoperative care. In some, this syndrome tends 
to disappear. In only 2 cases was hyperglycemia 
noted. 

A number of general complications were studied. 
Of 95 patients studied 47 had hypochromic anemia. 
Among 86, 43 showed a normal bony structure on 
roentgenography while the rest showed varying 
degrees of calcium loss. Twenty-three of 131 showed 
some form of pulmonary tuberculosis with 4 deaths. 
All of the patients are now being surveyed for this 
disease preoperatively. Five of 57 subjects studied 
had a low blood protein. No comment on the 
weight of the individuals was made. Various degrees 
of loss of sexual desire were observed in 35 of 113 
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patients; 38 patients demonstrated some form of 
psychic disturbance such as anxiety or depression. 
Of 168 patients, 78 found it necessary to change 
their work due to diminished physical ability. 

The authors conclude from their study that the 
indications for surgery should be strictly adhered to, 
that patients with pulmonary tuberculosis should 
not be operated upon, that depressives, and in- 
dividuals with anemia or hypoproteinemia should 
not be operated on. 

As to the type of operation, the authors believe 
that the Finsterer resection has given less trouble 
than the Polya. The Pean resection should be dis- 
carded. Gastric resection is still the operation of 
choice in the authors’ opinion. 

Tuomas C. Douctass, M.D. 


Neuroma of the Stomach (Neurinom des Magens). 
W. Gyri. Wien. med. Wschr., 1952, 102: 936. 


Neuroma of the stomach, otherwise known as a 
neurolemminoma, schwannoma, or perineural fibro- 
blastoma, is a rare benign tumor of the stomach. It 
must be differentiated from the fibroneuroma which 
is formed from the connective tissue of the peri- 
neurium and endoneurium. In contrast, the neu- 
roma is of purely ectodermal origin. The author 
quotes Stout who in 1935 found only 35 proved cases 
in the literature. 

Almost all of the patients with this tumor have 
had an acute hemorrhage from an overlying ulcer 
as their first symptom. The diagnosis is usually a 
purely histologic one, although at operation one is 
usually under the impression that a benign tumor is 
present. One case has appeared in the literature, in 


which a diagnosis was made by gastroscopy. 

One case history is presented in which there were 
three ulcerations on the surface of the tumor. In 
one of these a vessel of considerable size was found, 
which had caused an acute hemorrhage. 

WituiaM C. Beck, M.D. 


A Clinical and Biologic Study of 100 Cases of Sub- 
total Gastrectomy for Benign Lesions (Etude 
clinique et biologique de 100 cas de gastrectomies 
subtotales pour lésions bénignes). L. HARTMANN, 
P. GuENIN, and R. FAuvert. Arch. mal. app. digest., 
Par, {052,41 72t. 

The authors studied 128 consecutive cases in which 
a Hofmeister-Finsterer type of resection was done 
by one of them. The technique of the operation was 
carefully described. Twenty-eight of the patients 
were not available for study as 1 died postopera- 
tively of bronchopneumonia, 11 died since the opera- 
ation, 10 were not heard from, and 6 were not avail- 
able for study because of other reasons. Five pa- 
tients had pulmonary tuberculosis. 

The remaining 100 patients were 85 males and 15 
females. Of this group 63 per cent were classified as 
having an excellent result with no serious disturb- 
ances and were back at their regular work; 28 per 
cent were classified as having a good result with 
some digestive disturbances such as fullness, vomit- 
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ing, and fatigability. A number of alcoholics were 
found in this group. Nine per cent were classified 
clinically as having a poor result, with the cause 
ascribed to cirrhosis, tuberculosis (2), bronchiectasis, 
carcinoma of the larynx, and 4 had pain, the dump- 
ing syndrome, or diarrhea. 

These patients were then subjected to an exten- 
sive study of their nutritional status. They were 
divided into 3 groups. Group I (18) weighed 10 
kgm. less than their calculated weight. A marked 
nutritional deficit was found in this group, with low 
blood protein, low albumin, low globulin, low hemo- 
globin, and a low red cell count. The second group 
of 52 revealed a weight between 5 to 9 kgm. below 
their calculated normal weight. Of this group 22 
were completely examined and 1 patient was found 
to be normal. Seventeen patients had low albumin 
values and 17 had low hemoglobin values. The third 
group equaled or bettered their calculated normal 
weight. Thirty of the patients showed only minor 
deviations. Summarizing these findings, the authors 
believed that 20 per cent were normal while 55 per 
cent showed a moderate deficit, 25 per cent an im- 
portant deficit, and 10 per cent a serious loss. A 
detailed summary of all studies is given. 

The authors comment on the high percentage of 
alcoholics in their cases as a reflection on the local 
social structure. The nutritional difficulties uncov- 
ered by this study reveal that a great number of 
such patients are in a precarious nutritional equilib- 
rium. Energetic medical treatment may help and 
repeated transfusions are advised for those in the 
worst group. Tuomas C. Dovuctas, M.D. 


Balloon Technique in the Cytological Diagnosis of 
Gastric Cancer. W. A. Cooper and G. N. PAPANI- 
coLaou. J. Am. M. Ass., 1953, 151: 10. 


Simple gastric aspiration and a variety of methods 
of lavage failed to produce material satisfactory for 
cytologic interpretation. An abrasive balloon tech- 
nique proved to be much more reliable. 

The balloon is made by covering a condom which 
is open at both ends with a fine silk veiling, and tie- 
ing both over the distal 8 cm.:of a double lumen 
tube. One lumen connects the balloon to an inflating 
bulb, while the other connects a perforated metal 
bucket at the tip of the tube to an aspirating syringe. 
The tube is 16 French diameter, 100 cm. long, and 
is marked at 45, 60, and 75 cm. In use, the deflated 
balloon is moistened in Ringer’s solution and passed 
orally to the stomach. The stomach is aspirated 
continuously for % hour, during which time a gastric 
analysis is made with histamine. The balloon is 
then inflated with 150 c.c. of air and withdrawn to 
the cardia. It is then allowed to be carried down to 
the pylorus by peristalsis, where it is deflated, rein- 
flated, and pulled back to the cardia. This process 
is repeated five or six times over a period of 30 
minutes, during which time the stomach is kept dry 
by frequent aspiration. The aspirated material may 
be saved by placing it in 95 per cent alcohol as it is 
collected. The balloon, deflated and withdrawn, is 
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then inflated and inspected for gross particles, which 
may be removed and smeared on slides prepared 
with albumin, or pooled with material obtained by 
vigorously rinsing the balloon in a 4o per cent solu- 
tion of Ringer’s solution and alcohol. This solution 
is then centrifuged for 30 minutes at 1,500 r.p.m. and 
the sediment smeared on slides which are fixed and 
stained according to the Papanicolaou technique. 

It is essential that the stomach be clean and dry. 
Preparation with liquid diet, and repeated lavage 
may be necessary, although an 8 hour fast prior to 
the examination is usually sufficient. In order to 
avoid the initiation of severe bleeding by the balloon, 
patients with recent marked gastrointestinal hemor- 
rhage and those with cirrhosis and the possibility of 
esophageal varices should be excluded. 

Two hundred and thirty-eight patients with gas- 
tric diagnostic problems were studied by this tech- 
nique. ‘Fifty-one patients proved to have malignant 
lesions of the upper gastrointestinal tract at opera- 
tion, and positive smears were obtained in 45 of 
these. The 6 false negative cases occurred in pa- 
tients in whom the physical characteristics of the 
neoplasm seemed to preclude the possibility that 
viable tumor cells could reach the surface of the 
gastric lumen. One definitely false positive smear 
was reported among 187 patients shown to have 
nonmalignant conditions. Seven suspicious smears 
were reported in this group, yielding an over-all 
accuracy of 95.7 per cent for the negative smear 
group. If suspicious reports are ignored, an over-all 
accuracy of 97.1 per cent was obtained in the entire 
series of 238 cases. 

It is emphasized that while the balloon technique 
may be more accurate than x-rays in the detection 
of early. lesions, it supplies no information as to the 
location or extent of the tumor. Rapid processing 
of the material obtained with the balloon, intelligent 
handling of the various fractions obtained by aspira- 
tion and rinsing of the balloon, and proper prepara- 
tion of the stomach are important for success. Above 
all, a trained cytologist must be available to interpret 
the smears. Joun J. Murpny, M.D. 


Carcinoma of the Stomach. F. F. Boyce. J. Am. M. 
Ass., 1953, 151: 15. 

This article is a spirited and clear appraisal of the 
status of therapy in carcinoma of the stomach at 
Charity Hospital in New Orleans and by the medi- 
cal profession in general. 

The 200 most recent surgical cases are analyzed 
and compared with two previous series of 200 cases 
reported in 1933 and 1941 by the same author. 

The conclusions drawn are: 

1. Gastrectomy is being performed much more fre- 
quently both as a curative and palliative operation. 

2. Total gastrectomy has yielded poor results in 
the series reported and probably will never achieve 
wide usefulness at Charity Hospital. 

3. Mortality rates have been reduced considerably 
and deaths due to shock, hemorrhage, peritonitis, 
and pneumonia have virtually been eliminated. 
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4. Results in therapy are still very poor but 5 year 
cure rates are not discussed. 

5. One of the major factors in creating such poor 
results is the delay between the onset of the illness 
and the day of operation. Physicians and patients 
alike are responsible for the long delays frequently 
encountered. It is this last point that the author 
emphasizes and he recommends that today’s teach- 
ings stress the need for early diagnosis in stomach 
carcinoma. Haroip M. UnceEr, M.D. 


Carcinoma of the Stomach. An Analysis and Fol- 
low-Up of 525 Cases. Oxar AntuHuM. Acta chir. 
scand., 1952, 104: I. 

The author has analyzed 525 unselected cases of 
carcinoma of the stomach. The patients were ad- 
mitted to the Surgical Department A, Rikshospitalet, 
Oslo, Norway, during the period 1930-1949. Of 
these, 67.5 per cent were men, and 32.5 per cent 
were women. A familial history of death from can- 
cer was elicited in 76 cases. Twelve patients had 
been operated upon for “gastric ulcer,” 5 of these 
having had gastroenterostomies 4 to 41 years pre- 
viously. A diagnosis of pernicious anemia had been 
made in 7 patients from 4 to 24 years prior to the 
demonstration of the carcinoma. Anacidity was 
found in 314 cases. 

The duration of symptoms prior to operation 
varied from 3 to 12 months, an average duration of 
6.5 months. No difference was noted with regard 
to the duration of symptoms in patients with in- 
operable cancers, as compared to those in whom 
radical operation was done. 

Of the 525 cases of gastric carcinoma, 416 (79%) 
were considered clinically operable. Of 410 patients 
operated upon (6 refused operation), 223 (54%) had 
lesions which were considered resectable. Eighty- 
six of these cases are reported elsewhere in a study 
of the thoracoabdominal approach for total gastric 
resection and, unfortunately, could not be included 
in the present analysis; thus partial gastrectomy for 
carcinoma was performed in 137 patients. This 
group, however, included 20 palliative resections, 
12 gastrectomies which required resection of ad- 


. jacent viscera, and 4 resections of the cardia, all of 


which were excluded from the group analyzed. 

The ror remaining cases were designated by the 
author as “radical partial resections.” These were 
defined as cases in which “demonstrable cancer 
tissue was not left behind at the operation.” For 
the first 10 years of the study, these resections were 
performed in the same manner as resections for pep- 
tic ulcer. From 1939 to 1945, the omentum and 
hepatogastric ligaments were included in the speci- 
men. Since 1945, the procedure has been extended 
to include removal of all visible and palpable retro- 
peritoneal lymph nodes. 

The operative mortality in 1o1 “radical partial 
resections” was 18 per cent. Since 1946, however, 
46 such operations have been performed with only 
two deaths—a mortality rate of 4.3 per cent. The 
author states that a 5 year cure was obtained in 28 





146 INTERNATIONAL ABSTRACTS OF SURGERY 


per cent. Such a statement, however, is misleading 
and not entirely justified. A review of the data 
reveals that this observation is based on the fact 
that of 64 survivors of this operation during the 
years 1930-1944, 18 (28 per cent) were alive 5 years 
later. Actually, 81 patients were operated upon 
during this period; 64 survived the operation and 18 
survived 5 years. These figures would give a cure 
rate of 18 of 81, or 22 per cent, which at best is only 
a relative cure rate. Further modification has been 
imposed upon this figure by exclusion of all lesions 
which have been resected in continuity with portions 
of adjacent organs (pancreas, colon) and resections 
of the cardia. 

The author points out that the presence of regional 
lymph node metastases in the resected specimen 
markedly reduces the expectancy of survival. Of 
the 52 patients who had resections and in whom 
spread to the regional nodes had not occurred, 14 
(27%) were alive after 5 years. On the other hand, 
of the 49 patients who had resections and in whom 
lymph node metastases were present, only 4 (8%) 
were alive 5 years later. 

The author states that the prognosis of gastric 
carcinoma with extension to adjacent viscera is 
grave. Although all cancerous tissue was thought 
to have been resected in 13 such cases (9 involving 
transverse colon), all the patients were dead within 
2 years. 

Because of certain differences in methodology in 
the author’s statistical analysis of the data, the ab- 
stractor has taken slight liberties with the figures 
presented in order to make them more applicable to 
the American literature. It is suggested that the 
reader who is particularly interested in the data 
presented refer to the original article. 

Harvey N. Lippman, M.D. 


A Case Report of Duplicate Gelatinous Carcinoma 
Involving the Stomach and Duodenum (A pro- 
posito di un caso di duplice carcinoma gelatinoso 
dello stomaco e del duodeno). Luict MARTINOTTI. 
Ann. ital. chir., 1952, 29: 532. 

The author describes the case of a 61 year old male 
with gelatinous carcinoma involving the antral por- 
tion of the stomach and the first portion of the duo- 
denum. The antral lesion was about the shape and 
size of a nut and about 2.5 cm. from the pylorus on 
the lesser curvature. The duodenal lesion was much 
smaller and located on the superior wall of the duo- 
denal bulb, 134 cm. from the pyloric ring. Micros- 
copy revealed a similar histological picture in both 
lesions and the diagnosis was gelatinous carcinoma. 
Examination disclosed no tumor cells in the inter- 
vening tissue. 

An extensive duodenogastric resection was per- 
formed with an antecolic Polya type of anastomosis. 

The patient is well 314 years later although the 
prognosis is considered grave. 

In reviewing the literature the author was able to 
find only 3 other reported cases which were similar 
to the one reported. It is the author’s belief that 


the duodenal lesion represents a metastasis emanating 
from the gastric lesion. Lucian J. Fronputi, M.D. 


Total Gastrectomy for Carcinoma of the Stomach 
(Totale Gastrektomie beim Magencarcinom). A. 
GUTGEMANN. Chirurg, 1952, 23: 474. 

The results of gastric resection for carcinoma of 
the stomach are very unsatisfactory at the present 
time as most of the patients do not get the benefit 
of surgical treatment until very late and when al- 
ready inoperable—5 of 100 patients with carcinoma 
of the stomach have a life expectancy of 5 years 
(world literature). Among 10,890 cases of stomach 
cancer, the Mayo Clinic reported only 25 per cent to 
be resectable. Partial resection of the stomach for 
carcinoma cannot be considered radical treatment, 
as it does not prevent either intramural spread or 
lymphogenetic development of the disease. Actually, 
the patients die because of the hematogenetic and 
lymphogenetic propagation or local recurrence, as 
well as peritoneal involvement. These, however, 
are avoidable by proper and timely extended radical 
surgery at the present time. Early diagnosis, also 
desirable, is not practical as yet, in spite of the 
efforts by repeated x-ray examination, gastroscopy, 
gastrocytology, gastric analysis, and exploratory 
laparotomy; therefore, surgical methods have to be 
developed which, radically planned and extended, 
will remove all diseased parts involving lymphatics 
that actually are or potentially might be invaded. 
With the aid of simple drawings, types of resection 
are discussed and evaluated as to their relation to the 
spread of the tumor. The lymphatics of the stomach 
are very thoroughly described and their topographic 
and pathological meaning is reviewed. 

Total gastrectomy is indicated in cases of total 
involvement of the stomach by cancer—‘“‘gastrec- 
tomie totale de necessité.”” On the other hand, it 
appears to be logical to perform total gastrectomy 
in all cases in which the conventional Builroth II 
resection does not fulfill the degree of necessary radi- 
cal therapy. As the potentially invaded lymphatics 
cannot be removed any other way, total gastrectomy 
is the choice of procedure—‘“‘Gastrectomie totale de 
principe.” 

Extended total gastrectomy is justified if the lesion 
has spread to the left lobe of the liver, the pancreas, 
mesocolon, and transverse colon, or if the lymphatics 
of the spleen are involved. In the latter cases, the 
spleen is usually enlarged. Total splenectomy, as 
well as resection of the invaded parts, is desirable, 
and case histories prove their value. On the other 
hand, all the infiltrative scirrhous cancers of the 
stomach wall that have already reached the serous 
layer of the stomach give a poor prognosis even if 
total gastrectomy is done. Histopathological exam- 
ination of specimens resected by total gastrectomy 
and the Bilroth II operation, respectively, showed 
that from 8 to 20 per cent of all partially resected 
stomachs contained cancer tissue in the upper line 
of resection. Cancer tissue was found up to 5 to 7 
cm. beyond the grossly visible border line of the 
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tumor. Thirty-eight per cent of all cancers of the 
cardia involved the lower esophagus also. There- 
fore, a rule has been adopted: in carcinoma of the 
cardia a hand’s width of thoracic esophagus will 
have to be resected by the abdominothoracic 
approach. 

Only in 2 of 172 specimens was cancer tissue found 
below the pylorus. Therefore, resections of 2 to 4 
cm. of duodenum should suffice, unless one deals 
with a very low-lying carcinoma of the pylorus. 
Because of intramural spread and regional invasion 
of the lymph glands, partial resection does not 
represent radical cure, neither does subtotal resec- 
tion. 

Radical surgery consists of the following proce- 
dures: 

1. All of the stomach, including 2 to 4 cm. of the 
esophagus and 2 to 4 cm. of the duodenum must be 
removed. In cases of carcinoma of the cardia, a 
hand’s width of thoracic esophagus must be sacri- 
ficed by the thoracoabdominal approach. In addi- 
tion, all periesophageal lymph glands must be 
extirpated. 

2. The lesser and major omenta, including glands 
of the duodenum, the hepatic artery, and the right 
gastric artery, must be removed. 

3. All glands must be removed en bloc, together 
with the stomach, including the paracardial, peri- 
esophageal, and retrogastric, as well as the celiac 
lymph glands. 

4. The gastrosplenic ligament must be removed; 
also the spleen if its glands are involved. 

5. In case of invasion of the pancreatic lymph 
glands, the pancreas must be resected. 

Only a small prepyloric carcinoma can be treated 
successfully by partial Bilroth II gastrectomy. 
Thorough roentgenological studies in the Trendelen- 
burg position and gastroesophagoscopy are necessary 
for evaluation of the cases. If the esophagus itself is 
free of malignancy, one may operate abdominally. 
A high fornix carcinoma or one in the cardia calls 
for the thoracoabdominal approach in order to per- 
form radical surgery. 

The author offers a minute description of his tech- 
nique for extended total gastrectomy and illustrates 
it with simple and adequate drawings. After radical 
removal of the organ, the continuity of the alimen- 
tary tract is established by an end-to-end esophageal 
jejunostomy, the retrocolic type of Roux. 

An excellent discussion of the indications for, and 
the surgical anatomy and technique of, concomitant 
splenectomy and pancreatectomy follows. A thor- 
ough study of the principles of esophageal jejunos- 
tomy is offered and associated problems are dis- 
cussed. 

Postoperative treatment consists of early mobiliza- 
tion, breathing exercises, oral feeding, prophylactic 
high doses of penicillin and streptomycin, fluid and 
electrolyte balance, and the parenteral administra- 
tion of blood, plasma, and proteins. The importance 
of co-operation between the surgeon and the internist 
during hospitalization, and of the general practi- 
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tioner after release of the patient from the hospital, 
is stressed. Orro Weiss, M.D. 


Diverticula of the Duodenum; Clinical Aspect and 
Roentgenologic Diagnosis (Diverticulos do duo- 
deno; sua clinica e diagnéstico radiolégico). Est&vAo 
SAMAGIO. Gaz. méd. Port., 1952, 5: 149. 


Ten cases of duodenal diverticula were studied 
by the author. This condition, formerly regarded as 
rare, has been proved to be more common since 
more frequent roentgenologic examination of the 
digestive tract is being made. 

After giving a historical review of duodenal di- 
verticula, the author discusses his findings with rela- 
tion to the age and sex of the patients, and also the 
number and location of the diverticula. 

The incidence is practically the same in both 
sexes, although in the author’s 10 cases, 4 were men 
and 6 were women. 

Diverticulosis usually occurs in older patients, 
although it has been observed in young patients 
and even in fetuses. 

The number and size of the duodenal diverticula 
found at autopsy are usually smaller than found on 
roentgenologic examination. In 95 per cent of the 
cases they occur at the concavity of the duodenal 
arch (pancreatic side) especially the second and 
third parts of the duodenum and, very rarely, the 
first. In the author’s cases diverticula occurred four 
times at the bulb, four times in the second portion 
of the duodenum, once in the third, and once in the 
fourth. 

A brief report is given of each of the 10 cases, 
with complete roentgenologic data. The technique 
for better visualization of the diverticula is fully 
described. 

The roentgenological examination is considered of 
great value in the diagnosis of the condition, and 
absolutely indispensable since it is the only means 
for a correct semeiologic diagnosis. 

Several good roentgenograms accompany the re- 
ports, and explanations for differential diagnoses 
are given. 

In 2 cases duodenal diverticula were complicated 
by hemorrhage. In the other cases there may be as- 
sociated lesions such as gastric carcinoma, chronic 
appendicitis, and cholelithiasis. 

The present series of cases is the largest in the 
Portuguese literature, especially of diverticula of the 
first portion of the duodenum, as all 4 cases were 
confirmed by operation and histologic examination. 

Active treatment of diverticula is done only for 
diverticulitis or for complications. Medical treat- 
ment is similar to that required for gastritis, duode- 
nitis, and peptic ulcer. When this treatment fails, 
surgery should be considered. Five of the ten pa- 
tients were subjected to diverticulectomy without 
operative or postoperative complications. 

Visualization of diverticula during operation is 
often difficult, and the injection of air into the duode- 
num, with a syringe and needle is of great help. 
Joao B. Vianna, M.D. 
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Acute Duodenal Ulcer—A Hemorrhagic Process 
(Das akute tiefe Zwoelffingerdarmgeschwuer—eine 
Durchblutungsstoerung.) WOLFGANG HERzO0G. 
Muench. med. Wschr., 1952, 94: 2419. 


The author calls attention to the acute deep duo- 
denal ulcer, which he thinks must be the result of a 
vascular process in this organ. This could take place 
either as a result of an infarction in the wall of the 
duodenum, or as a result of hemorrhage. Whether it 
be an anemia or hemorrhagic infarction has been 
the subject of some discussion. In the author’s 
opinion the latter is the more likely in view of a case 
described. In this case the symptomatology, which 
terminated with a perforation, was of only 40 hours’ 
duration and nothing in the histological picture sug- 
gested that the process was of longer standing. 

The author believes that this case is one of the few 
in which careful histological information was avail- 
able in living material at such an early stage of ulcer 
history. It revealed no evidence of resorption of the 
necrotic material and all of the wall of the bowel was 
necrotic. This led to the conclusion that acute ulcers 
are in constant danger of perforation and should 
be treated accordingly. WittiaMm C. Beck, M.D. 


The Afferent Loop Syndrome. C. A. WELLS and I. W. 
MacPueEE. Lancet, Lond., 1952, 263: 1189. 


The authors present bilious vomiting as a classical 
feature of one type of postgastrectomy complication. 
It is due to a long afferent loop which kinks when 
the upright posture is assumed. The clinical fea- 
tures are: bitter taste in mouth, and regurgitation 
of yellow, green, or brown bile unmixed with food. 
This usually begins to occur about 3 to 4 weeks 
after gastrectomy, and is often related to the eating 
of fatty foods. Pressure and distention accompanied 
by increased motility are associated with a feeling 
of fullness and discomfort to the right of the mid- 
line. Pancreatic and biliary secretions may remain 
dammed up for days, giving rise to a permanent 
nausea and anorexia. This may be terminated by 
sudden massive bilious vomiting of from 1 to 2 pints, 
with immediate relief. 

In the roentgenogram the stomach remnant is of 
normal appearance, and barium does not enter the 
afferent loop. The authors claim that this clinical 
syndrome does not follow the Billroth I type of 
resection, and that there is no particular variety of 
gastroenterostomy following gastrectomy which is 
prone to produce this clinical picture. 

The published reports of postgastrectomy com- 
plications are reviewed and an analysis indicates 
that perhaps half of the patients with early post- 
prandial symptoms complained of bilious regur- 
gitation and may have had afferent loop stasis. The 
overall incidence of this complication is estimated at 
18 per cent of gastrectomies of the Polya type. 

The authors recommend jejunoplasty as the spe- 
cific method of treatment. Since most of the Polya 
restrictions were antecolic, suspension of the afferent 
loop was of importance at surgery, and a good 
remedial procedure. C. BARBER MUELLER, M.D. 
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Ileocolic Mesenteric Adenitis and Appendicitis 
(Adenite mesenterica ileo-colica ed appendicite) 
Mantio Caucci. Ann. ital. chir., 1952, 29: 483. 

The author encountered 55 cases of ileocolic 
mesenteric adenitis in his last 450 appendectomies, a 
percentage of 12 per cent. The clinical impressions 
and histological studies lead the author to believe 
that the ileocolic mesenteric adenitis is a hyperplastic 
lymphocytic response to stimuli arising in the 
lymphatics of the appendix. The cause of the 
stimuli is the absorption of toxins from the appendix. 

A similar reaction can be seen in any part of the 

intestinal tract where a localized infection will cause 

mesenteric adenitis in the regional lymph nodes. 
An extensive review of the literature on mesenteric 
adenitis is presented. Lucian J. Fronputi, M.D. 


Appendicitis in the Newborn: A Case Report. 
STEPHEN C. MEIGHER. Ann. Surg., 1952, 136: 1044. 


Although appendicitis is very common in adults, 
it is extremely rare in the newborn. It is believed by 
the authors that the clinical features in their patient 
differed from those described in the literature, and 
that this report will make physicians aware of the 
possibility of lesions which necessitate surgical inter- 
vention in the newborn. 

In a newborn, one of triplets, abdominal disten- 
tion developed when the child was 10 days old. On 
the eleventh day of life, fever developed and the 
child was obviously in great distress. An exploratory 
laparotomy was performed and an acutely inflamed 
appendix and a Meckel’s diverticulum were re- 
moved. Four days postoperatively, an evisceration 
was noted and repaired with through-and-through 
silver wire sutures. By the seventh postoperative 
day, the wound presented a complete slough with 
intact fascia. At the age of 4 months, the child was 
in excellent health but had a small incisional hernia. 

The authors point out the paucity of symptoms 
that may be noted, the need for frequent repeated 
examination coupled with watchful waiting, and the 
need for the evaluation of trends in the clinical 
picture. Jerry A. Strrman, M.D. 


A Case of Rectocolic Melanosis (A propos d’un cas de 
mélanose recto-colique). P. HILLEMAND, G. THOME- 
RET, P. DELorT, LAVAL, and NEoc.éEs. Presse méd., 
1952, 60: 1770. 

The following rare case of rectocolic melanosis is 
reported. A woman, 41 years of age, had had pul- 
monary and bony tuberculosis from 1928 to 1938 and 
peritoneal tuberculosis without ascites in 1934. At 
that time she started having bouts of diarrhea fol- 
lowed by long periods of remission. In 1947, these 
bouts became more frequent and gastrointestinal 
hemorrhages occurred and required many trans- 
fusions. In 1950 her condition was precarious. The 
colon was radiologically normal but a proctoscopy 
confirmed melanosis, which had previously been 
visualized in 1948, high in the rectum and in the 
lower sigmoid. There were brown semiconfluent 
plaques which were separated by a network of lighter 

















lines. At laparotomy no evidence of tuberculous 
peritonitis was found, but the colon was blackish. 
Colectomy and ileorectal anastomosis was performed 
although a few spots were visible inside of the upper 
part of the rectum. The immediate postoperative 
condition was good and the patient gained weight, 
but later diarrhea recurred. At proctoscopy the area 
of anastomosis showed no trace of melanosis. 

No macroscopic lesion was seen on the operative 
specimen. The violet-black colic mucosa contrasted 
sharply with the normal appearance of the small in- 
testine. Except for the blackish paracolic nodes, the 
peritoneum was free from any pigmentation. Histo- 
logic sections of the cecum, and the transverse and 
sigmoid colon showed inflammatory changes, mucoid 
hypersecretion, and polynuclear infiltration. Com- 
pact pigment granules 5 to 100 in size appeared here 
and there in the muscularis mucosae, and particular- 
ly between the latter and the end of the glandular 
crypts; stains showed the nature of this pigment to 
be melanoid rather than ferrous. The usual lesions of 
ulcerative colitis were not seen. 

The most common cause of colic melanosis is the 
use of anthracene base laxatives. In the United 
States this pigmentation has been frequently re- 
ported proximal to cancer of the colon, but it is rare- 
ly seen in France. Whether essential or secondary, 
the diagnosis can be made only proctoscopically. In 
the absence of a biopsy, the pigmentation may be 
confused with pseudomelanosis caused by hemosid- 
erin. Only the colon, rectum, and appendix, and, in 
advanced cases, the paracolic nodes are involved and 
all other organs are free from pigment. 

Jonas BRACHFELD, M.D. 


The Technique of Rectosigmoidectomy for Congen- 
ital Megacolon—Hirschsprung (Zur Technik der 
Rectosigmoidektomie bei Megacolon congenitum— 
Hirschsprung). Max Gros. Helvet. chir. acta., 
1952, 19: 336. 

The author illustrates in detail his modification of 
the pull-through operation for resection of the colon 
in congenital megacolon (Hirschsprung’s disease). 
The first 6 patients in the author’s series were oper- 
ated upon with the use of Swenson’s technique. The 
next 10 patients were subjected to an operation, 
modified by the author, in which the sigmoid and 
rectum were freed down to the levators via the ab- 
dominal route, after which a probe with a knob on its 
end or a curette spoon was inserted through the anus 
and tied in place about 2% or 3 inches above the 
level of the levators. This is done by encircling the 
rectum below the head of the instrument with a 
heavy silk and tying it in place. The instrument is 
then pulled out through the anal canal thus deliver- 
ing the everted specimen. When the proper length of 
sigmoid has been delivered, an inside-out anasto- 
mosis is done similar to the technique of Swenson. 
Care is taken to preserve the distal portion of the 
rectum to about the level of the levators in order to 
preserve continence. 
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In the 10 cases in which this method was employed 
there have been no complications and continence has 
been preserved in each instance. 

Harotp LAurMAN, M.D. 


Hospital and Surgical Treatment of Rectal Carci- 
noma (Klinik und Chirurgische Behandlung des 
Rectumkarzinoms). A. LEHNER. Helvet. chir. acta, 
1952, 19: 467, 504. 

The author states that in the presence of obstruc- 
tion, radical rectal surgery should not be done. 
Under these circumstances a decompressive colosto- 
my should be performed as the first stage. 

The various techniques for resection of the rectum 
are reviewed, ranging from the classical abdomino- 
perineal resection and its various modifications to 
the abdominotransanal] pull-through method. The 
author illustrates in considerable detail each of these 
procedures and the modifications of each, which may 
be utilized to fit specific circumstances. Details re- 
garding anesthesia and preoperative and postopera- 
tive care are outlined. The author prefers ether 
anesthesia with intubation. The complications are 
discussed, viz., retraction of the colostomy stump, 
prolapse, intrarectal strictures following the con- 
servative procedures, as well as local recurrences of 
residual carcinoma. Haroitp LaurMan, M.D. 


The Surgery of Cancer of the Rectum (La chirurgie 
du cancer du rectum—Généralités). R. MoNTANT 
and A. CALAME. Helvet. chir. acta, 1952, 19: 407. 


In this report the authors have combined the 
known and acceptable basic principles regarding the 
surgery of rectal cancer with experiences of their 
own. The surgical anatomy is reviewed in great 
detail and the physiology of the sphincter mechan- 
ism is described. It is generally agreed that the 
vascular-nervous inferior hemorrhoidal pedicle must 
be intact for completely normal function of the 
sphincter mechanism. In general, amputation of the 
rectum at the level of the mucocutaneous line results 
in complete loss of continence since the anorectal 
reflex is destroyed. Resection of the sigmoid with 
anastomosis at the level of the peritoneal reflection 
results in normal continence without modification 
of the anorectal reflex. Rectosigmoidal resection 
with anastomosis approximately 7 cm. above the 
mucocutaneous line also results in normal continence. 
However, rectosigmoidal resection with anastomosis 
1 to 2 cm. above the mucocutaneous line results in a 
moderate diminution of sphincteric continence. 

The work of many investigators in the field of 
rectal cancer is reviewed in considerable detail from 
the point of view of pathological anatomy and 
prognosis following surgery. The choice of opera- 
tion is to a great extent dependent upon the ability 
of the surgeon, and may vary with regard to the 
type of lesion present. The important feature of 
surgery of the rectum is that it must be as com- 
pletely extirpative as possible. 

Haro_p LaurMaN, M.D. 
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The Indications for Resection of the Rectum (Die 
Indikationen zur Rectumresektion). F. DEUCHER. 
Helvet. chir. acta, 1952, 19: 387. 

The subject of resection of the rectum is reviewed 
from the standpoint of techniques which have been 
in use in recent years, with preservation of the 
sphincters. Considerable attention is given to the 
author’s technique for abdominoanal resection with 
anastomosis of the inverted pull-through type. The 
following is presented to clarify indications for rectal 
resection with preservation of the sphincter. 

The absolute indications for resection are: car- 
cinoma of the rectum—cases in which the lower 
margin of the tumor is 10 cm. or more above the 
mucocutaneous line and true megacolon (Hirsch- 
sprung). 

The relative indications for resection are: 
diverticulitis with complications; fistulas between 
the rectum and other organs such as the bladder, 
small intestine, or vagina; endometriosis; benignstrict- 
ures; severe recta] prolapse; and carcinoma of the 
rectum, 6 to 9 cm. above the mucocutaneous line. 

The indications for transverse colon and rectal 
anastomosis are: 

1. Vascular and anatomic variations: short sig- 
moid; bad distribution of marginal arcades; opera- 
tive error in handling vessels of the mesosigmoid. 

2. Previous operations: high rectal carcinoma 
with preliminary sigmoidotomy; status following 
sigmoidotomy with invagination of rectal stump 
(Hartmann); recurrent sigmoid carcinoma. 

3. Oralward extension of the lesion: lymph node 
metastasis along the inferior mesenteric artery; 
multiple tumors in rectum and sigmoid; megacolon 
(Hirschsprung) with long narrow segment; diverticu- 
litis with complications; status following left-sided 
severe ulcerative colitis. 

The indications for ileorectostomy and ileocolo- 
rectoplasty are: The status following severe ulcera- 
tive colitis; megacolon (Hirschsprung); polyposis 
with carcinoma; diverticulitis with complications; 
and extensive tuberculosis of the colon. 

HAROLD LAurMan, M.D. 


Anorectal Complications of Pregnancy. Anatomic 
and Physiologic Changes of the Anorectum and 
Pelvirectum During Pregnancy. CHARLES EvANs 
Pore. Am. J. Surg., 1952, 84: 579. 


Pregnancy produces profound changes, general as 
well as specific, so that we are forced to deal with 
those changes in considering anorectal disease. Aside 
from pruritus and vascular anorectal disturbances, 
such as hemorrhoids, anorectal disease has an ex- 
tremely lower incidence in pregnancy than in the 
nonpregnant state. There are factors in pregnancy 
that influence, affect, or prevent anorectal disease. 
There are anatomic and physiologic anorectal condi- 
tions and changes during pregnancy that require a 
careful consideration of both the proctologic and the 
gynecologic and obstetric viewpoints, to avoid con- 
fusion. The specific changes of the anorectum and 
pelvirectum during pregnancy are (1) the change in 
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function from that solely of an organ of defecation to 
the added role of aiding as an organ in the prepara- 
tion for childbirth, and (2) the changes necessary for 
protection of the anorectum, the pelvirectum, and 
the pelvis itself against trauma occurring during 
childbirth. 

Although other direct and predisposing etiologic 
factors of anorectal disease may have their bearing, 
hormonal influence is foremost as a factor in the 
cause or prevention of anorectal disease associated 
with pregnancy. 

Many authors concur in the belief that pregnancy 
and childbirth are frequently a cause of hemorrhoids. 
In a study of the etiologic factors of varicose veins of 
the lower extremities, it was shown that four times as 
many women as men are affected. Hemorrhoids are 
varicosities of the internal and external hemorrhoidal 
plexus; they are classified as primary when due to 
congenital weakness, or weakness in the hemorrhoidal 
venous wall, and secondary when due to occlusion by 
thrombosis in their distal deep collateral venous cir- 
culation. Primary hemorrhoids with their associated 
anorectal and pelvirectal changes are due directly to 
estrogens. Secondary hemorrhoids may occur during 
pregnancy but the trauma of delivery is the most 
frequent factor. The edema that accompanies the 
thrombosis of primary or secondary hemorrhoids is 
due to trauma, or may be due to reactivated infec- 
tion of the perivascular lymphatics. In the presence 
of venous stasis, increased capillary permeability 
with resultant lymphedema may aggravate a throm- 
bophlebitis and produce a further thrombus. Peri- 
vascular infection is a frequent cause of hemorrhoids. 
The treatment of hemorrhoids during pregnancy 
should be governed by the severity of the condition 
and should be minor and palliative because of the 
pregnancy. 

Prolapse of the rectum (mucosal prolapse) is of 
frequent occurrence during delivery but it is usually 
temporary. High mucosal injection is extremely 
helpful when prolapse occurs. 

The incidence of lymphopathia venereum (a virus 
infection of the anorectal and genital lymphatics) is 
low in pregnancy because of marked impairment of 
the fertility. In the management of the disease dur- 
ing pregnancy and delivery, several concurring con- 
clusions are stressed: (1) colostomy is no deterrent to 
delivery and even in the severest cases produces im- 
provement but no maternal deaths; (2) in soft tissue 
dystocia from scarring careful examination to eval- 
uate the extent and character of the latter is neces- 
sary to determine the need for cesarean or pelvic de- 
livery; (3) deep episiotomy is advocated in cases of 
extensive perineal scarring, but cannot prevent rup- 
ture of the uterus when extensive cul-de-sac involve- 
ment is present; (4) the use of most antibiotics and 
sulfonamide therapy are advocated as adjuncts in 
combating secondary infection; (5) the use of aureo- 
mycin and, more recently, chloromycetin as drugs 
which are more specific in their therapeutic efficacy; 
(6) the use of conservative measures during preg- 
nancy; and (7) careful observation of patients fol- 

















lowing delivery for signs of trauma-induced peri- 
tonitis. 

Granuloma inguinale, a venereal ulcerating lesion 
of the genitals, is not a rectal disease. 

Pruritus ani is generally described as a perianal 
itching associated with inflammatory anal orifice and 
perineal skin changes. Pregnancy physiologically 
produces changes in the integument of these areas 
that are both local and systemic. Systemic mani- 
festations concern the action of hormones. Psycho- 
somatic and emotional disturbances not uncommon 
to pregnancy may play an important part. Local 
changes concern primarily the increased vascularity 
and increased local glandular activity. Conservative 
measures of treatment throughout are advised. 

Anorectal abscess is not common in pregnancy. 
Its complicating presence during pregnancy stresses 
the greater wisdom of, and need for, correction be- 
fore the pregnant state. Abscess during pregnancy 
requires immediate drainage by uncapping the ab- 
scess under local anesthesia, limited spinal anesthesia 
or intravenous pentothal sodium. Antibiotics, drain- 
age, and prolonged rest with topical applications are 
essential in the management. 

Fistulectomy is contraindicated during pregnancy 
and the fistula should be treated and observed to 
prevent reactivation. 

The same specific anorectal changes of pregnancy 
that prevent the formation of anorectal abscess and 
resultant fistulas are the primary factors in prevent- 
ing the formation of fissure-in-ano. The treatment 
of fissure should be palliative. The treatment of 
cryptitis and papillitis usually accompanies hemor- 
rhoidal treatment. 

Condylomas are small warty growths due to the 
presence of perianal and vulval virus infection. They 
are not common to pregnancy and, when present, are 
usually the accompaniment of a profuse leucorrhea, 
perianal or perigenital discharge, or infection. Preg- 
nancy, or some unknown factor associated with the 
changes of pregnancy, may cause their disappear- 
ance after parturition. Roentgen or radium therapy 
is probably the best of therapy in pregnancy. 

The author mentions other miscellaneous anorec- 
tal diseases associated with pregnancy, viz., gonor- 
rhea, syphilis, proctitis, benign tumors (coincidental 
and no treatment given at such time). Rectal adeno- 
mas, and endometrioma of the rectum or rectovagi- 
nal septum during pregnancy should be treated with 
roentgen rays or radium. LEE Putten, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Total and Segmental Left Hepatectomy; An Ana- 
tomical Study (Hépatectomies gauches lobaires et 
segmentaires; étude des conditions anatomiques). 
C. Cournaup. J. Chir., Par., 1952, 68: 697. 


The author presents a series of anatomical studies 
of the most common variations of the anatomy of the 
biliary, arterial, and venous pathways of the left lobe 
of the liver. It is suggested that a segmental distribu- 
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tion of these structures occurs with sufficient con- 
stancy that segments of the left lobe of the liver can 
be removed by the control of the major arterial, 
biliary, and venous structures to that particular 
segment. 

The author envisions that total or partial left 
hepatectomies can be performed much in the same 
manner as segmental resections have been accom- 
plished in pulmonary surgery. The possibilities of 
such complications as internal or external biliary 
fistula, necrosis of the liver tissue from the ligation 
of the vascular supply to an adjacent segment, and 
toxic absorption from the effects of the procedure are 
all mentioned by the author. The risk of hemorrhage 
after such procedures is considerable, but the author 
believes that the solution of most of the complica- 
tions lies in the control of the different vascular 
pedicles of the segments which are to be removed. 
Further studies are being carried out. 

OrvILLE F. Grimes, M.D. 


The Lymphatic Network in the Gallbladder with 
Stones (Le reti linfatiche della cistifellea nella 
colelitiasi). G. Tatront and A. MAzzeLta. Gior. 
ital. chir., 1952, 8: 714. 

The authors discuss the subject of absorption from 
the gallbladder and report that some authors believe 
that the absorption is carried on mostly by the 
lymphatics while others believe that it is mostly 
venous in character. 

Microscopic studies were made on 33 gallbladders 
removed because of cholelithiasis and then injected. 
The authors conclude that the absorption is carried 
on by the lymphatic network and vessels. 

In the beginning there is an increase in absorption 
due to dilated tracts and the appearance of new ves- 
sels. This is associated with hypertrophy of the wall 
of the gallbladder. The absorption gradually dimin- 
ishes as the inflammation becomes chronic. The 
lymphatic vessels become more tortuous and are 
choked off so that the lymph flow is less. When 
atrophy of the gallbladder wall is present the 
lymphatic vessels diminish in number because of 
compression, so that absorption becomes impossible. 

Lucian J. Fronputt, M.D. 


Pancreatic Cyst: An Unusual Cause of Hypersplen- 
ism. ALFRED Hurwitz and RAYMOND YESNER. 
Arch. Surg., 1952, 65: 933. 

The authors report a case in which the diagnosis of 
hypersplenism was made on the basis of refractory 
anemia, splenomegaly, and normoblastic hyperplasia 
of the bone marrow. A pancreatic cyst involving the 
hilum of the spleen and splenic vessels is postulated 
as the etiologic factor of the hypersplenic state in 
this case. 

The patient was a 40 year old white male who en- 
tered the hospital with a chief complaint of severe 
epigastric and left upper quadrant pain of 3 months’ 
duration. He gave a history of having drunk large 
amounts of whiskey and wine and was stated to be in 
an almost constant state of inebriation during this 
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period. Three months prior to admission he was 
said to have vomited an estimated quart of blood, 
which was followed by melena of 2 days’ duration. 
After the hematemesis the patient had attacks every 
7 to 10 days characterized by severe epigastric and 
left upper quadrant pain radiating to the back, last- 
ing 2 days, occasionally accompanied by nausea and 
vomiting and followed by residual soreness in the 
left upper abdomen. For 4 months before admission 
he had noticed shortness of breath, weakness, and 
intermittent swelling of the right ankle. He had lost 
27 pounds during the 3 years prior to his admission 
to the hospital. 

Physical examination revealed a pale, ill-appear- 
ing patient who tended to be irritable. The liver was 
palpable two fingerbreadths below the right costal 
margin and there was a tender mass palpable two 
fingerbreadths below the left costal margin. This 
mass did not descend on respiration. The red blood 
cell count was 2,500,000 and the hemoglobin con- 
centration was 4.6 gm. per cent. The reactions to the 
Mazzini and Coombs tests were negative. Bone 
marrow smears were normal. An intravenous pyelo- 
gram and perineal air insufflation showed downward 
displacement of the left kidney. About the left kid- 
ney on the x-ray films there was seen a relatively 
homogeneous density which was interpreted as 
demonstrating a splenic or pancreatic cyst. The gas- 
trointestinal series revealed slight widening of the 
loop of the second portion of the duodenum, and a 
filling defect of the posterior wall of the stomach 
8 cm. in length. These findings were thought to 
be consistent with a large retrogastric mass. 

During hospitalization the patient had recurrent 
attacks of left upper quadrant pain which were espe- 
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cially pronounced after eating. He required opiates 
with increasing frequency. He received 3,000 c.c. of 
blood during the 3 days after admission to the hospi- 
tal and again received 1,500 c.c. of blood approxi- 
mately 1 month after admission to the hospital. The 
hemoglobin concentration rose from 9.5 to 12.5 gm. 
per cent following the second series of transfusions 
but dropped to 10.5 gm. per cent just prior to opera- 
tion 2 months following admission. 

Through a long oblique incision the tail of the pan- 
creas was found to contain a moderately firm mass 
about 3 inches in diameter, which was intimately ad- 
herent to the spleen and to the posterior wall of the 
stomach. The spleen was almost 3 times its normal 
size. The abdominal incision was extended into the 
left eighth interspace and the diaphragm was par- 
tially divided. The spleen and the tail of the pan- 
creas, which included the cyst, were removed. The 
cyst contained about 100 c.c. of soft, dark blood clots 
and material that resembled splenic pulp. The 
pathological diagnosis was chronic pancreatitis with 
marked pancreatic fibrosis, pancreatic pseudocyst, 
mild splenomegaly, and infarcts of the spleen. The 
patient made an uneventful recovery and was dis- 
charged from the hospital on the fifteenth postopera- 
tive day. 

At the time of the discharge, the hemoglobin was 
13.5 gm. per 100 C.c., the platelets 68,000, and the 
white cell count 8,050. The patient was asympto- 
matic when examined 8 months later. It is also 
postulated that the excessive alcohol intake during 
the 3 years prior to hospitalization may have been 
responsible for the development of pancreatitis and 
the secondary pseudocyst formation. 

Harotp A. ZINTEL, M.D. 























UTERUS 


Late Recurrences of Carcinoma of the Uterus and 
Cervix (Ueber die Spaetrecidive der Kollum- und 
Korper-karzinome). K. Burcer. Geburtsh. u. 
Frauenh., 1952, 12: 904. 

The author’s study is dedicated to Professor L. 
Seitz (in honor of his eightieth birthday), who first 
reported his biological experimental studies on 
roentgen rays and his clinical therapeutic observa- 
tions in a special issue of Strahlentherapie. Time 
has proved his observations to be correct. Espe- 
cially in carcinoma of the cervix, the results of 
roentgen therapy equal those of surgery, with ex- 
ception, of course, of the radioresistant cases in 
which surgery with postoperative roentgen therapy 
is recommended. 

Recently the question has been posed as to 
whether there are actually any roentgen-resistant 
cervical carcinomas. Ries and Breitner believe that 
failures in roentgen therapy are to be attributed less 
to the histologic type of the tumor than to its extent 
and involvement of the organism as a whole. Even 
clinics with well equipped x-ray departments seem, 
however, to prefer surgery for cancer of the cervix, 
especially when it is complicated by pregnancy. 

It is emphasized that developments in roentgen 
therapy in the past 30 years have led to considerable 
improvement in the original estimate of 14 per cent 
cures. The figures for cure now vary from 37.9 to 
44.4 per cent. Genital carcinoma is usually consid- 
ered cured when there has been no recurrence for a 
period of 5 years. In considering the problem of late 
recurrences, one has to take into account whether 
these tumors are in reality recurrences or new 
cancers. Many authorities believe that they are 
new cancers. 

Carcinomas of the uterus and ovaries are believed 
to be of endogenous origin, and even if the tumor is 
removed the endogenous stimulus persists. Appar- 
ently, neither roentgen therapy nor surgery can 
remove all the tumor cells, unless assisted by the 
natural defensive powers of the body. Ries and 
Breitner believe that late recurrences are true re- 
currences. In the present series, histologic findings 
in late recurring tumors were similar to those re- 
corded in the primary diagnosis, so that this author 
also is inclined to regard late recurrences as genuine 
recurrences. 

Since relatively little literature has been devoted 
to this problem of late recurrence, the author pre- 
sents a tabular review of late recurrences of carci- 
noma of the cervix observed at the Gynecological 
Clinic of Wiierzburg. These statistics show only 
1.2 per cent of late recurrences following surgical 
therapy, thus contradicting the report by other 
authorities that late recurrences are less frequent 
following roentgen therapy. In carcinoma of the 
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uterus, late recurrence following operation did not 
occur (0%), whereas following roentgen therapy the 
incidence of late recurrence was 11.26 per cent. 

Most patients with late recurrence die several 
months to 2 years after the onset of recurrence; 
however, of 10 patients with late recurrence, 1 pa- 
tient with carcinoma of the uterus remained well for 
5 years, and 2 patients with carcinoma of the cervix 
are alive 3 years after treatment for late recurrence 
and are in good health. These results encourage 
hope at least. 

No late recurrences were reported following 5 
year surgical cures of carcinoma of the uterus, but 
in 3 patients carcinoma of other organs developed. 
In 12 patients with surgically cured cancer of the 
cervix, carcinoma developed elsewhere. Of 71 pa- 
tients with cancer of the uterus, who were subjected 
to roentgen therapy and remained cured for 5 years, 
5 developed cancer of other organs. Of 155 patients 
subjected to roentgen therapy for carcinoma of the 
cervix and who remained cured for 5 years, 6 devel- 
oped cancer of other organs. 

The incidence of late recurrence in the irradiated 
group remained constant from the seventh to the 
twelfth year following the beginning of primary 
treatment and then diminished. One recurrence 
each was observed after 17, 18, and 20 years, re- 
spectively. Late recurrence has been reported as 
late as 22 years after original treatment. 

Surgical results have improved greatly owing to 
improvements in technique and the advent of anti- 
biotics. However, roentgen therapy may offer years 
of survival in inoperable cases. Of the 1g late re- 
currences of cancer of the cervix following roentgen 
therapy, only 5 were of group I, 4 were of group II, 
1 was of groups II-III, and 9 were of group III. 

Further studies of late recurrence following sur- 
gical and roentgen therapy of cancer of the uterus 
and cervix are urged as an aid in solving the problem 
of late metastases and in ascertaining the total mor- 
tality from carcinoma in patients who have remained 
cured for a period of 5 years. 

EpitH SCHANCHE Moore. 


ADNEXAL AND PERIUTERINE CONDITIONS 


End-to-End Union of the Tubal Stumps as a Meth- 
od for Refertilization Following Madlener 
Sterilization (End-zu-end Vereinigung der Tuben- 
stiimpfe als Refertilisierungsmethode nach Mad- 
lenerschen Sterilisation). R. Corpua. Geburtsh. u. 
Frauenh., 1952, 12: 922. 


Revision of laws has recently made possible the 
refertilization of forcibly sterilized patients. The 
present report deals with 7 cases of sterilization in 
feeble-minded patients in whom the Madlener oper- 
ation was performed at the ages of 15 to 23 years 
and the refertilization operation was attempted at 
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the ages of 24 to 38 years; thus sterility had been 
present for 9 years in 2 cases, for 14 years in 2 cases, 
and for 16 years in 1 case before refertilization was 
attempted. 

Very few cases showing anatomic changes, such as 
hydrosalpinx, have been reported as a result of the 
Madlener operation. Madlener himself reported 
only connective tissue cicatricial changes without 
epithelial rests at the site of crushing of the tubes; 
however, the present author observed histologic 
changes apparently due to the crushing operation in 
5 of his 7 cases. 

The technique used for refertilization was the end- 
to-end union of the two sections of the tube following 
excision of the crushed area. Owing to conditions in 
the tubes themselves, or to other anatomic changes, 
this method is not always possible. Following resec- 
tion of the crushed area, a fine catheter is inserted 
into the distal end of the tube and the other end of 
the catheter is then introduced into the proximal 
tube lumen. Without disturbing the mucosa, a 
muscle jacket of the tube fragment is then united 
over the catheter with fine catgut sutures. Following 
this operation, the tube will appear almost normal 
except for slight shortening. As a rule, permeability 
is thus insured. The author was successful in his first 
attempt at refertilization by this method. The re- 
sults obtained in the series of 7 cases included: in 3 
cases, bilateral permeability following end-to-end 
union of the tube ends; in 3 cases, unilateral end-to- 
end union with 1 failure; and in 1 case, bilateral im- 
plantation of the tubes. 

In the 2 cases in which pregnancy ensued, fertiliza- 
tion occurred via the united tubes. In the author’s 
opinion, the reason that only two pregnancies result- 
ed was that one patient was already 38 years old and 
unmarried at the time of the refertilization opera- 
tion; in another case the husband had likewise been 
sterilized; and 4 of the patients had been operated 
upon as late as 1950 and 1951. 

In 3 cases there was found a cystic dilatation with 
the formation of epithelial cysts at the site of the 
Madlener operation, which condition must be at- 
tributed to it. In 2 cases there was a typical picture 
of salpingitis isthmica nodosa and in 1 case an 
endometriosis of the ovary. In the last 3 cases it 
could not be denied that the crushing operation 
might have given rise to adenomyotic or endometri- 
oid changes. Possibly considerable time is required 
following the crushing operation for these changes to 
develop. In the present series, 9 to 16 years had 
elapsed since sterilization. In the absence of palpa- 
tory findings, this possibility should be kept in mind 
in sterilized patients complaining of pain in the lower 
abdomen. 

The procedure of end-to-end union of the tubes 
may not be the method of choice, but it has been 
demonstrated as possible. It is suggested that the 
Madlener crushing operation for sterilization should 
be carried out more nearly in the middle of the tube, 
thus facilitating later end-to-end union. 

EpitH SCHANCHE Moore. 
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Differences Between and Reports of the Symptoma- 
tology and Pathological Lesions in Torsion of 
Adnexal Tumors (Discordanze e rapporti fra sinto- 
matologia e lesioni anatomo-patologiche nei tumori 
annessiali torti sul peduncolo). Prerro MARrziALe. 
Ann. ital. chir., 1952, 29: 518. 


The author reviews 90 cases of adnexal tumors 
with torsion observed at the obstetrical and gyne- 
cological clinic of the University of Rome. The 
clinical picture is not always that of an acute condi- 
tion of the abdomen. Very often grave unsuspected 
pathological lesions are found in tumors with torsion, 
which scarcely give any sign of their presence. 

Some of the data obtained from the author’s cases 
show that torsion occurs most often between the 
ages of 20 and 30. There was no correlation between 
the number of turns in the torsion and the patholog- 
ical lesion found. The type of lesion depended more 
on the laxity of the torsion and the obstruction it 
produced in the circulation. An important factor was 
considered to be the rapidity with which the torsion 
occurred. This is considered to explain why patients 
with severe abdominal symptoms showed little sever- 
ity in the pathological changes. The severe symp- 
toms are responsible for the patient’s being operated 
on before cellular changes can occur in the tumor. 
Among the go patients, the author found 1o with 
severe pathological changes but with mild clinical 
symptoms. Lucian J. Fronputi, M.D. 


EXTERNAL GENITALIA 


Cytologic Variations of Normal Vaginal Epithelium 
and Cervical Neoplastic Tissues Under the In- 
fiuence of Radium Therapy (Les variations cyto- 
logiques de l’épithélium vaginal normal et des tissus 
néoplasiques du col sous l’influence de la radium- 
thérapie.) ANDRE GHILAIN and W. F. Bouwenr. 
Gyn. obst., Par., 1952, 51: 309. 

The histologic effects of irradiation have been 
evaluated in 19 patients over a 12 to 66 day period 
after they received one to two applications of 
radium. The patients were in stages I to III (Inter- 
national Classification). From 28 to 57.6 me. of 
radium were applied over a total of 6 days. The 
radium was equally divided between the vagina and 
the cervical canal. The plan of therapy called for a 
vaginal hysterectomy (Schauta technique) 3 to 6 
weeks after the radium application. The patients 
were to receive x-ray therapy postoperatively. In 
13 of them this program has been completed, 5 have 
not been operated on as yet, and 1 is considered 
inoperable. 

The smears prepared and stained by the Papani- 
colaou technique were taken at 3 day intervals until 
at least 6 were obtained. Both normal and neoplastic 
cells were then evaluated. The earliest changes were 
noticed in the basal vaginal cells. Beginning on the 
third postirradiation day, changes typical of those 
seen in atrophic cells were noted, the cytoplasm 
changing to a brownish yellow color and developing 
fine vacuoles. By the ninth day the cells were ir- 
regular in shape, there was nuclear pyknosis and 
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caryorrhexis. The breakdown of the nucleus at this 
time appeared to be a characteristic effect of radia- 
tion in the basal cells. To the twelfth day the cyto- 
plasm and nuclei increased in amount at about the 
same rate. The cytoplasm borders became thickened, 
and the color of the cytoplasm showed marked varia- 
tion. A yellowish brown pigment was deposited and 
fibrils appeared within the cytoplasm. With the 
further passage of time the nuclear changes and the 
cytoplasmic vacuoles became more prominent. The 
differentiation from malignant cells was usually ac- 
complished by means of very close examination of 
the appearance of the chromatin. 

The intermediate cells showed their first changes 
about the fourth day after irradiation. The cells 
increased in size while maintaining the normal 
nuclear cytoplasmic ratio. Nuclear changes were 
first noted about the twelfth day. There was frag- 
mentation, plication, and obliteration of the nuclear 
margins. Fibrils, brownish yellow pigment, and vac- 
uoles appeared in the cytoplasm from the twelfth to 
the twenty-fifth day. The superficial cells showed 
about the same changes except that they were noted 
a few days after they appeared within the inter- 
mediate cells. Cellular maturation did not appear to 
be altered by irradiation. After the twenty-fifth day, 
there was a gradual return of normal-appearing non- 
irradiated cells. While phagocytosis of both the nor- 
mal and malignant cells has been stressed in the liter- 
ature as important for the evaluation of irradiation, 
this was found to be difficult to assess. From the 
twelfth to the twenty-fifth day large numbers of 
polymorpholeucocytes tended to obscure all of the 
other cells. After the eighteenth day phagocytosis 
was noted but it was not a consistent finding. 

Malignant cells varied in their response. The most 
differentiated cells exhibited only an increase in 
size and vacuolization of their cytoplasm. Less dif- 
ferentiated cells showed more marked alterations. 
Cytoplasmic vacuolization occurred as early as the 
fourth day. The chromatin generally became finely 
granular by the sixth day. Thereafter, bizarre group- 
ing of the particles was frequently noted. Other 
nuclear changes included vacuolization, rupture of 
the nuclear membrane, and budding. Most of these 
findings were noted about the fifteenth day. 

In 12 of the 13 patients operated on either no 
tumor was found or malignant cells which showed 
evidence of regression were noted. No results were 
mentioned in 1 case. No 5 year follow-up is avail- 
able. The procedure described was considered of 
value since the smears were easy to obtain and could 
be made frequently to demonstrate both the normal 
and malignant cells as they changed in response to 
irradiation. GrorcE C. Lewis, Jr., M.D 


Primary Carcinoma of the Vagina; Surgical Treat- 
ment (Cancer primitivo da vagina; Tratamento 
cirargico). ALiprio AuGusto CAMELLO. Thesis: 
University of Brazil, 1952. 

Three instances of primary vaginal cancer within 

a period of 1 year have come under the author’s 
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observation and surgical treatment. These cases 
form the basis of the author’s thesis incident to his 
appointment to the teaching staff of the University 
of Brazil, Rio de Janeiro. This adds 3 cases to the 1o 
cases of this condition already reported in the 
national medical literature of Brazil. 

The surgical approach is favored for this rare and 
difficult neoplastic condition. Irradiation therapy 
seems capable of bettering somewhat the statistics 
of the results to be expected in the treatment of pri- 
mary cancer of the vagina; however, the evidence of 
the superiority of this method over that of radical 
surgery in properly selected cases is not sufficiently 
convincing to justify its supplanting radical opera- 
tion. Furthermore there is always the chance that 
the method of irradiation therapy may lead to the for- 
mation, or aggravation, of serious complications 
(vesicovaginal fistula, rectovaginal fistula, rectal 
stenosis). 

The author observes the general rule for the sur- 
gery of cancer, i.e., that the operation be as radical 
as is reasonable for the condition present, and that 
in order to reduce to the minimum the chances of 
dissemination of the cancer cells, the tissues be re- 
moved in one piece (en bloc). The operation actually 
carried out in these 3 patients was that of total hys- 
terectomy with bilateral adnexectomy, total colpec- 
tomy, and pelvic lymphadenectomy, using a com- 
bination of both the abdominal and perineal routes. 

In the first patient of this group the rectum was 
involved in the neoplastic process; here an artificial 
anus was established and the rectum was amputated 
en bloc with the rest of the mass. 

The only instances in which exception should be 
made to these radical procedures are those in which 
the general condition of the patient would not permit 
such an operation, and those instances in which 
metastases have already taken place to nonextirpa- 
table organs. 

In all of the author’s patients the operation was 
followed by deep roentger therapy in the hope of 
destroying any cancer cells in the lymphatic glands, 
which escape the operative exeresis. One of the 
greatest difficulties encountered in the therapy of 
this condition is that of getting the patient into the 
hands of the surgeon sufficiently early. 

In the first case reported, that of a 24 year old 
white woman, there had long been present a condi- 
tion of pruritus vaginalis. During her pregnancy 
she had tended to lose small quantities of blood or of 
sanguineous fluid from the vagina, and this slight 
bleeding continued after the delivery of the child (2 
months previously), and was accompanied by 
dysuria. 

In the second patient, a 37 year old white woman, 
there had been present for more than a year dysuria 
and pain in the kidneys and bladder. There had also 
been pain in the rectum, independent of the act of 
defecation. For a long time there had been present 
a fetid yellowish leucorrhea between menstrual peri- 
ods and the periods themselves had been abundant 
and had lasted for as long as 2 weeks at a time. 
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Before her last pregnancy she had consulted a gyne- 
cological clinic and the physicians there had admon- 
ished her to return for further observation, an ad- 
monition which she had ignored. 

The third patient had been having symptoms for 
only about a month. These symptoms consisted, in 
the main, of a fetid yellowish leucorrheal discharge 
and back pains of rather continuous character. 

It is too early to assess the ultimate results. The 
first patient recovered nicely from the operation but 
returned 6 months later with a metastasis of similar 
type in the right labium majus; this was treated by 
roentgen therapy, which was not of much benefit, 
and the patient died about a month later. The other 
2 patients recovered nicely from the operation and 
are still well. Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Variations of the Number of Circulating Eosino- 
phils in Relation to the Menstrual Cycle (Sulle 
variazioni del numero degli eosinofili circolanti in 
rapporto al ciclo mestruale). G. Martini. Clin. 
ostet., 1952, 54: 203. 


Eight healthy young women, menstruating regu- 
larly and without endocrine or other evidence of un- 
balanced bodily functions, were selected with the 
thought of substantiating or disproving the results re- 
ported by M. E. Davis and R. E. Hulit (J. Clin. 
Endocrinology, 1949, p. 714) in their study of circulat- 
ing eosinophils. 

In each of these 8 subjects the oral bodily temper- 
ature was recorded each morning at the moment of 
waking, and daily, at approximately 9 a. m., a drop 
of blood was taken and stained by the May-Gruen- 
wald-Giemsa method, and 500 white blood cells 
were counted with the purpose of determining the 
proportion of eosinophils in this count. This study 
was continued throughout 3 menstrual periods (3 
months). Each day’s figures for the basal tempera- 
ture and the eosinophile count were compared and 
recorded. However, due to lack of space only the 
average values for these two bodily functions are 
used; that is, the figures for the same day of the 
menstrual cycle in all 3 months are added together 
and the average is taken for the statistical table. 
These figures were then taken to construct a graph 
for each subject and finally a common graph was 
constructed for the whole group, one line represent- 
ing the eosinophil count and another the basal 
temperature. 

A striking interrelationship of opposition is shown; 
when one line goes up the other goes down and vice 
versa, the two lines intercrossing in the middle of the 
cycle, presumably at the moment of ovulation. 
During the follicular phase the eosinophile count 
tended to run high (10 to 14 per cent), while the 
basal temperature hovered at about 36.5°C. The 
eosinophile count then showed a sharp drop at the 
(presumed) moment of ovulation and tended sub- 
sequently, i. e., during the luteinic phase, to remain 
low (4 to 8 per cent). During this last period the 
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basal temperature rose an average of a half degree 
and remained up during the entire luteinic phase. 

The author believes that the mutual behavior of 
the two values, that of the basal bodily temperature 
and that of the eosinophil count, provides a reliable 
method for detecting the occurrence of ovulation, 
but admits that it is bothersome and time-consum- 
ing. However, the fact that it is at the disposal of 
every physician, even he who is far from the centers 
with laboratories and trained personnel, should be 
an immense advantage. 

The author suggests that the behavior of the 
eosinophil count suggests the presence of light 
crises of functional periodic allergy in relationship 
with a complex interplay of the genital hormones in 
the female. Joun W. BRENNAN, M.D. 


The Use of Androgenic Hormones in Gynecologic 
Diseases (Die Anwendung des androgenen Hormons 
bei gynaekologischen Erkrankungen). F. von MIKku- 
LIczZ-RADECKI. Medizinische, 1952, 4: 1249. 


It is probably unwise to think of the androgens as 
purely male hormones and the estrogens as purely 
female since both are found normally in each sex. 
For this reason the author considers androgen ther- 
apy a physiologic mode of treatment for some con- 
ditions. It should be administered with full knowl- 
edge of the contraindications and indications since the 
cost of all preparations is high. 

Pregnancy, especially in the early months, is a 
contraindication. It is best to avoid androgens in 
women under 35 since the effect on ovulation and 
related phenomena may be irreversible. Also wom- 
en with a tendency to virilism or much libido should 
not be given androgens. 

The author lists inoperable breast or genital car- 
cinoma as a prime indication; high doses are neces- 
sary in such cases. In certain instances of endome- 
triosis, androgen therapy may be of value. The 
symptoms of myoma uteri abate with androgen, but 
this is only temporary and not too effective other- 
wise; operation is preferable. The menopausal syn- 
drome is another indication, although sedative ther- 
apy should be tried first. Fibrocystic mastitis and 
endometrial cystic hyperplasia usually respond well. 
Other indications are frigidity, dysmenorrhea, pre- 
menstrual tension, and cervical leucorrhea from 
hyperestrogenism. Warren R. Lane, M.D. 


Para-Aminosalicylic Acid in the Surgical Therapy 
of Tuberculosis of the Female Genitalia (L’acido 
p-aminosalicilico nella terapia chirurgica della tuber- 
colosi genitale femminile). Vito ALBANo. Q. clin. 
ostet. gin., 1952, 7: 411. 

The author reports the results of operative, pre- 
operative, and postoperative treatment with para- 
aminosalicylic acid (PAS) of 20 laparotomized fe- 
males in whom tuberculosis of the genital organs 
and/or other tissues (peritoneum) of the abdominal 
cavity was uncovered. No special attempt was made 
at removal of the tuberculous lesions. Considering 
the relative youthfulness of many of these patients 
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a special attempt at conservatism was cultivated. 
No consideration is here allotted to the purely 
medical treatment with PAS of genital tuberculosis 
in the female. This phase of the subject has already 
been taken care of by Marchesi, of the author’s 
clinic, who, in 30 patients, reported results which 
were generally satisfactory, frequently optimum, 
and rarely meager. 

In the author’s material following the laparotomy 
postoperative PAS was administered in 4 instances; 
from 4 to 8 gm. of this drug was left in the peri- 
toneal cavity. This was followed on the first post- 
operative day by the intravenous administration of 
PAS and on the subsequent days by the oral admin- 
istration of this preparation (PAS—Cilag). In this 
postoperative medication, as much as 10 gm. of PAS 
were given daily for as long as 10 days. The usual 
cycle of treatment, however, lasted for a week with 
a week’s interval between courses. Tolerance for the 
drug was perfect. 

The therapy seemed not only to prevent any re- 
activation of the tuberculous processes but appeared 
actually to exclude nonspecific infections (Bacillus 
coli) as well. The most that the patients exhibited 
as postoperative symptoms was a slight rise in tem- 
perature during the first few postoperative days. 
The efficacy of PAS as a supplemental method of 
therapy in the surgical treatment of female genital 
tuberculosis was evidenced also in the phenomenally 
rapid cicatrization of the laparotomy wound, in the 
absence of any evidence of infiltration of the pelvic 
floor (a not uncommon eventuation in the operations 
for genital tuberculosis), and in the continued good 
health of the patients while in the hospital and dur- 
ing the varying periods between the recheck which 
was obtained in the majority of these instances. 

From his results and from the facts gleaned from 
the literature, the author concludes that PAS not 
only acts as a means of avoiding surgery but 
actually encourages the surgeon to intervene when 
indicated because of the assurance offered by this 
treatment of more permanent results than from the 
operation itself. Joun W. Brennan, M.D. 


Ovarian Function of Hyperthyroid Patients Sub- 
jected to Surgical or Irradiation Therapy and 
Studied on the Basis of the Cytological Method 
of Papanicolaou (La funzione ovarica di pazienti 
ipertiroidee sottoposte a trattamento chirurgico o 
radiologico studiata in base al metodo citologico). 
L. GIANAROLI and L. Caviccui. Riv. ital. gin., 
1952, 35: 266. 

Eighteen women with symptoms of hyperthy- 
roidism were studied for evidences of a hyperhor- 
monal or hypohormonal state (in the Papanicolaou 
sense). The studies were started a month and a half 
before the institution of the treatment and were 
continued for as long as 6 months after the treat- 
ment was completed. The youngest patient was 18 
years of age, the oldest was 59 (average age, 38). 
Eleven of these were still within the menstruating 
age; 7 were in the menopause. 


Prior to treatment, the basal metabolism in this 
material ranged between plus 28 and plus 94 per 
cent (average, plus 56 per cent). In 15 of these 
patients the treatment was subtotal thyroidectomy, 
in 1 patient it consisted of total thyroidectomy, and 
in 2 patients roentgen irradiation was the treatment 
employed. Of the 16 instances in which the thyroid 
gland, or part of it, was removed, the histologic 
examination of the specimen disclosed struma cysti- 
cum colloideum in 12 cases and adenoma toxicum in 
4 cases. 

Following treatment, the general basal metabolism 
oscillated between minus 20 and plus 41 per cent 
(average, plus 2 per cent), all symptoms of hyper- 
thyroidism disappearing, at the longest, after 4 
months’ time. Of the 11 patients in the still men- 
struating group, the cytologic studies disclosed an 
evident hyperhormonal state in 4 and a _ hypo- 
hormonal state in 7. Of the 7 patients who had 
reached the age of menopause, 4 were in an evident 
hyperhormonal state, and 3 were hypohormonals 
in the estrogenic sense. 

Following treatment of the pretreatment hypo- 
hormonal condition in 7 patients of the still men- 
struating group and in 3 of the menopausal group, 
the cytologic findings in all but 1 (a woman in the 
menopausal group) assumed a hyperhormonal pic- 
ture; after treatment of the pretreatment hypo- 
hormonal states in 4 patients in the still menstru- 
ating group and 4 in the menopausal groups, the 
hypohormonal picture turned to hyperhormonal in 
50 per cent of instances. 

In explaining the above results the authors as- 
sume that the preponderance of patients in the 
hypohormonal state is the result not only of the 
direct inhibition of the ovary by way of the anterior 
lobe of the hypophysis, but also of a direct inhibitory 
influence between the two glands, gonadal and thy- 
roid, by-passing the epiphysial gland itself. The 
fact that the preponderance of cases in the hypo- 
hormonal state is not greater is explained by the fact 
that 50 per cent of the patients were in the older 
menopausal age group in which there may be pre- 
sumed to be a global hyperfunctioning of the anterior 
lobe of the hypophysis, the stimulating effect of both 
the gonads and the thyroid being more or less equal 
to one another. 

Whatever the explanation of these divergences, it 
is evident that they present problems in diagnosis 
and therapy. It is obvious that these phenomena 
must be considered in planning the type of therapy 
(medical, surgical, irradiation) to produce the most 
favorable results, and it is equally obvious that in 
the consideration of disturbances of the ovarian 
function the thyroid must receive careful attention. 

Joun W. BRENNAN, M.D. 


A Survey of 205 Gynecologic Deaths, 1938 to 1950. 
LauRENCE B. FELMus and Paut PEepow1Tz. Am. J. 
Obst., 1952, 64: 125. 

In an attempt to evaluate the efficiency of cur- 
rent therapeutic measures in gynecologic disease, 
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the authors have subjected to statistical review 
205 gynecological deaths in the Kings County Hos- 
pital. These occurred between the years. of 1938 to 
1950. 

During this period there were 21,193 admissions 
to the gynecologic service. There were 205 deaths, 
a mortality of 0.97 per cent. The authors divided 
the deaths into two major groups, one designated 
as death from malignant disease (cancer), the other 
as death from benign disease (noncancer). The 
racial distribution of admissions was about equal 
between white and colored; 25 per cent of deaths 
from malignant disease occurred in the Negroes, 
but 61 per cent of the deaths from benign disease 
occurred in this group. Deaths from cancer oc- 
curred in an older age group than did deaths from 
other cause. 

Fifty-six per cent of all deaths were due to cancer 
in the genital tract. Cervical carcinoma was the of- 
fender in more than 50 per cent of the total deaths 
due to malignancy; 88.9 per cent of the patients 
who died from cervical cancer had borne children; 
54 per cent of the patients with the diagnosis of 
cervical carcinoma had been ill for over a year prior 
to admission to the hospital; and 87 per cent of 
those who died with this disease were in poor or 
moribund condition on admission to the hospital. 
The same lack of early medical care was reflected 
in the other sites of genital carcinoma. Therapy 
designed to cure the primary disease was adminis- 
tered to only 11.1 per cent of patients with cervical 
cancer, to 19.2 per cent with ovarian cancer, and 
to 50 per cent with cancer of the vulva. 

Forty-four per cent of all deaths were assigned 
to benign causes. Of this percentage, 90 fatalities 
were noted in the Negro group; 70 of the go patients 
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died from abortion and pelvic inflammation. Abor- 
tion was the single most important cause of death 
and accounted for 42 fatalities. General peritonitis 
followed perforation of the uterus in 5 instances. 
On one occasion there was perforation of the bowel 
secondary to perforation of the uterus. Hemorrhagic 
shock resulted in 5 of the patients who died from 
abortion. One patient died as the result of insuffi- 
cient blood replacement and another death resulted 
from the administration of too great a quantity of 
blood. Tubo-ovarian abscesses were a frequent 
sequela of parametritis; 3 patients died following the 
spontaneous rupture of tubo-ovarian abscesses. 

Seven fatalities occurred among 1,192 hyster- 
ectomies for myomas. Four patients died from 
wound evisceration or intestinal obstruction. The 
evisceration rate was 0.68 per cent and one-fourth 
of these patients died. Two patients died from ex- 
cessive blood loss. There was only one anesthetic 
death. The mortality rate for ectopic pregnancy 
was 1.4 per cent; in each instance the cause of 
death was hemorrhage. Cardiac failure, diabetes, 
and pneumonia accounted for the death of 4 women 
with ovarian cysts. Three patients with obstetrical 
injuries died as the result of an incarcerated uterine 
prolapse, pulmonary embolus, and coronary oc- 
clusion. 

The authors concluded that early recognition of 
the symptoms of cancer by both patients and phy- 
sicians would aid in the reduction of fatalities from 
cancer. The judicious use of the right amount of 
blood would aid in the reduction of mortality in 
abortions, ectopic pregnancy, and _ hysterectomy. 
Complete and radical surgery in the presence of 
tubo-ovarian abscess will reduce the mortality from 
this disease. ARTHUR L. Haskins, M.D. 











OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Functional Amniography by Means of IUG and 
by Means of Pyelography (Sull’amniosgrafia fun- 
zionale mediante IUG e mediante pielografia). 
R. Rocco and P. Romusst. Riv. ital. gin., 1952, 35: 
343- 


The authors have been reporting a number of 
studies of the diagnostic and basic research possi- 
bilities in the use of the water-soluble iodine prepa- 
rations (uroselectan B) for producing opacification 
of the fluid contents of cysts and of the amniotic 
fluid during normal and pathologic pregnancies. This 
preparation has been employed by the authors in 
two different ways. First by intravenous injection, 
as is used for descending pyelography, and second, 
in selected instances, by injection into the uterine 
cavity as for hysterosalpingography with slight 
modification. 

Particularly interesting has been their injection of 
uroselectan B into the cavity of the pregnant uterus. 
In 1 instance as much as 38 c.c. of the preparation 
was introduced into the pregnant uterine cavity, the 
substance spreading throughout the cavity outside 
the amniotic sac and then passing out through both 
fallopian tubes, which substantiated the possibility 
of the process of superfecundation. This phase is 
what the authors designate as the morphologic as- 
pect of the method. However, there are other as- 
pects, as almost immediately the fluid content of the 
amniotic sac also assumes an opacification, which is 
designated the functional aspect, and as this opaci- 
fication fades (which it does rather rapidly) the final 
phase appears. This is the contrast visualization of 
the pyelocalyceal and ureteral passages, just as oc- 
curs in descending pyelography. 

It is believed that the hysterometric aspect of this 
technique may eventually lead to the demonstration 
of the relationship between the amniotic sac and the 
maternal uterus; that is, it may be developed to 
such an extent as to proffer a reliable means for the 
early diagnosis of placenta previa. The authors re- 
port 9 instances of pregnancy in which this hystero- 
metric injection was made without in any way affect- 
ing the subsequent course of the pregnancy. 

Every instance reported is abundantly document- 
ed by roentgenographic reproductions and by de- 
tailed case histories. The authors do not claim that 
they have developed a reliable means of diagnosing 
either placenta previa or early pregnancy; other find- 
ings, clinical and laboratorial, will be necessary. In 
fact, neither method of amniography is any better 
in this respect than the simple exploratory film with 
the soft ray. The opacification of the amniotic fluid 
seems rather, indeed, to render less evident the 
demonstration of the fetal skeleton. 

It is assumed that the shadow-casting material is 
carried to the amniotic fluid or to the fluid in the 


cyst by the abnormally abundant blood supply. 
During this period the kidney is so overloaded with 
the toxic, or catametabolic, products of the fetus or 
of the cyst, as the case may be, that the threshold of 
clearance is raised and the uroselectan B is retained 
in the maternal blood stream long enough to pro- 
duce the amniographic or cystographic image. Then, 
as the threshold of the maternal kidney for the iodine 
preparation is reached, the abundant blood supply 
rapidly clears the contrast material from the amni- 
otic or cystic fluid and it is passed out through the 
kidney (secondary pyelography). The immediate 
opacification of the amniotic or cystic fluid, the 
concurrent development of the pyelocalyceoureteral 
shadow, and finally the opacification of the bladder 
suggest that this theory is correct. 

Thus, the authors believe that their work will be 
of value in determining the genesis and metabolic 
aspects of the amniotic fluid, which aspects are 
subject to individual physiologic and pathologic 
variations, and reveal the function and behavior of 
the kidney during the various phases of the preg- 
nancy process. Joun W. BRENNAN, M.D. 


Derangements Due to Toxemias of Pregnancy (Al- 
teraciones consecutivas a las toxicosis gravidicas). 
M. UsanpizaGA. Acta gyn. obst. hisp. lus., 1952, 2: 
129. 

Up to a few years ago cases of irreversible renal 
lesions occurring after pregnancy toxemias were sur- 
prisingly frequent in the medical literature. This 
was due to the fact that many cases with previous 
renal lesions were included in those of pregnancy 
toxemia. 

The American Committee of Maternal Welfare 
classification of toxemias has greatly aided in over- 
coming such confusion. 

Nowadays there is a tendency not to accept renal 
lesions that persist after pregnancy as those due to 
toxemia although it is not impossible that definite 
lesions may persist. We khow that in the toxemias 
of pregnancy the initial derangements are strictly 
functional (vascular spasms) and that only later on 
they may develop into organic disease although 
they usually regress entirely. 

The following conclusions may be drawn from the 
recent medical literature on this subject: 

1. Toxemias do not result in definite renal lesions. 

2. Occasionally arterial hypertension may per- 
sist. 

3. Important definite hepatic lesions are not 
found. 

4. Ocular vascular derangements disappear com- 
pletely and leave no traces. 

5. Nervousand psychic alterations also disappear 
completely. 

6. Definite heart lesions may possibly occur. 

J. B. Vianna, M.D. 
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The Differential Diagnosis and Therapy of Hepa- 
toses of Pregnancy (Zur Differentialdiagnose und 
Therapie der Schwangerschafts-Hepatosen). Luz 
HELLER. Geburtsh. & Frauenh., 1952, 12: 963. 


Hepatic function is important in pregnancy and 
some authors have spoken of the “liver of preg- 
nancy” as meaning a hepatic deficiency of some sort 
or other at this time. The author states that there 
are three factors to be considered in evaluating the 
liver in pregnancy: (1) its possibly reduced capacity 
in the prepregnant state, (2) the increased load of 
pregnancy, and (3) various disease processes. The 
reduced hepatic capacity may arise from previous 
hepatic infections (of viral, spirochetal, brucellar, or 
protozoan origin), toxic states (from neosalvarsan, 
alcohol, barbiturates, narcotics), and constitutional 
wasting disease in general. 

The author classifies diffuse disease of the liver 
which can be diagnosed by liver biopsy as follows: 

I. Primary hepatopathy 

A. Infection hepatopathy (hepatitis) 
1. Viral hepatitis 
a. Epidemic hepatitis 
b. Homologous serum jaundice 
c. Infectious mononucleosis 
d. Yellow fever 
2. Hepatitis from spirochetes 
3. Hepatitis from protozoans 
4. Hepatitis from brucellosis 
B. Toxic hepatopathy 
1. Exogenous poisons 
2. Endogenous poisons 
3. Metabolic disturbances 
C. Allergic hepatopathy 
II. Secondary hepatopathy 
A. From the biliary system 
1. Obstruction—biliary cirrhosis 
2. Inflammation—cholangitis, abscess 
3. Toxic cholangitis 
B. Blood borne 

The author believes that methionin therapy is a 

great advance in therapy, especially in toxic cases. 
WarREN R. Lane, M.D. 


Prognostic Interpretation of Accelerated Growth of 
Myomas During Pregnancy (Zur prognostischen 
Deutung des beschleunigten Myomwachstums in 
der Graviditaet). HernricH HEBERER. Deut. med. 
Wschr., 1952, 77: 1572. 

It is a well known fact that myomas of the uterus 
show an accelerated growth during pregnancy. How- 
ever, this finding is not without many exceptions. 
Quite frequently, the gravidity comes to term with- 
out appreciable growth of the tumor. As a rule, 
myomas that have grown during pregnancy shrink 
again in the puerperium. 

The combination of myoma with pregnancy may 
lead to various complications. The tumor may 
present a mechanical obstacle for normal birth, 
especially if it is located near the cervix. In these 
cases the pregnancy must be terminated by section 
followed by hysterectomy. 
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A more serious complication is severe, often fatal, 
hemorrhage in the third stage of delivery, at the 
time of separation of the placenta. This happens 
especially if the myoma is located close to the site 
of the placental insertion. The myoma may reach 
into the area of the insertion and extend close to the 
intervillous spaces. Nutrient arteries may grow 
from the intervillous spaces into the tumor, and the 
increased blood supply may cause rapid growth. 

Three pertinent cases are reported. In 2 of them 
the rapidly growing tumor was close to the placenta 
and fatal hemorrhage could be prevented only by 
hysterectomy. 

The author concludes that myomas growing rapid- 
ly during pregnancy should raise the suspicion of 
location close to the placental insertion. In these 
cases extirpation of the myomatous gravid uterus is 
justified as it presents two grave dangers: intract- 
able hemorrhage and puerperal infection. 

WERNER M. Soumitz, M.D. 


Causes of the Intrauterine Death of the Fetus 
(Cause della morte intrauterina del feto). RENO 
Rosst. Q. clin. ostet. gin., 1952, 7: 433. 


This material comprises all births beyond the sixth 
month of pregnancy (16,130) in the Obstetric and 
Gynecologic Department of the Civil Hospital at 
Genoa, Italy, in the period from 1931 to 1951. The 
number of children in this material which were born 
dead (intrauterine mortality) was 680 (4.2 per cent). 
When all corrections were made the final percentage 
was about 3.9 per cent. There was no essential var- 
iation in the percentages for the individual years, 
and the figure is not far from that reported at the 
Congress of the Italian Society of Obstetrics and 
Gynecology by Micheli in 1930, for the whole of 
Italy, nor from the figures furnished by the Central 
Statistical Institute. The percentages given in this 
article are based upon 100 intrauterine deaths. 
From these figures the paternal causes of death 
have been excluded; the figures given are based on 
the maternal and fetal causes of death solely. 

In this material the individual causes of death 
were as follows: intoxication of pregnancy (19.6%), 
detachment of the placenta (11.5%), abnormal fetal 
presentation (17.5%), birth asphyxia (1.3%), syphil- 
is (18.4%), prematurity and congenital debility 
(9.7%), pelvic abnormality (2.1%), contamination 
of the amniotic fluid (2.6%), prolapse of the cord 
(3.5%), fetal malformation (2.8%), and minor causes 
(1.2%). The part played by the RH factor in this 
material seems to have been insignificant. 

Thus it is seen that the first three conditions cited 
in the foregoing paragraph (intoxication, placental 
detachment, and abnormal fetal presentation) to- 
gether with syphilis are those in which the greatest 
improvement in the mortality statistics of this 
group might be obtained. Perhaps with the excep- 
tion of syphilis, these conditions are just those in 
which improvement can easily be attained by means 
of prophylactic care during the pregnancy and by 
getting the patient sufficiently early to the hospital 














where she can receive specialized surveillance and 
treatment. 

For such early surveillance and prophylaxis the 
author warmly recommends the Community Rest 


Home for Pregnant Women. These homes were 
originally suggested by Micheli and Caifani. In the 
smaller communities the care of the pregnant woman 
and the conduct of labor is almost entirely entrusted 
to the midwife. In these homes the pregnant woman 
could be seen by a physician, perhaps a visiting, or 
peripatetic obstetrician, and such women as seem to 
need hospitalization could then be hospitalized and 
perhaps even sent to a large city clinic at the expense 
of the rest home. 

These rest homes then might become centers of 
instruction of midwives and others who are entrusted 
with the care of the pregnant woman in her home, 
especially in such matters as hygiene and prophy- 
laxis (correction of malpositions). For the large city 
clinic the author counsels a quiet confident attitude; 
the number of women with these obstetrical prob- 
lems which actually deliver spontaneously teaches 
us that many of these women are entitled to a trial 
of labor, however, only under the surveillance of the 
fully equipped obstetrical clinic. 

The author believes that his suggestions will be 
welcomed by the rank and file of those who are 
charged with the care of the young mother. 

Joun W. Brennan, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Surgical Treatment for Placenta Accreta. K. So1va 
and P. PystyNEN. Ann. chir. gyn. fenn., 1952, 41: 
170. 

Placenta accreta is the pathologic adherence of the 
placenta to the uterine wall, either in part or in its 
entirety. With the decidua basalis completely or 
partly absent, the chorionic villi adhere to the 
myometrium directly, or penetrate deep into the 
muscle. This type of the condition is called placenta 
increta. If the penetration is through the muscular 
layer up to the serosa it is called placenta percreta. 
Placenta accreta can only be diagnosed on the basis 
of histological examination and must be distin- 
guished from placenta adherens. Placenta accreta is 
a fairly rare complication and its incidence has been 
reported as from 1 case among 2,000 pregnancies to 
I case in 17,000 pregnancies, depending on the 
author. Four cases of placenta accreta partialis are 
described in this article. 

The etiological factor in cases of placenta accreta 
is considered to consist of lesions of the endometrium 
resulting from trauma, curettage, section, radium 
treatment, infections, myomas, and_ endocrine 
therapy, or imbalance. 

The methods of treatment are listed as: hysterec- 
tomy, manual or instrumental removal, and con- 
servative. In conservative treatment the placenta is 
left in the uterus with or without a pack in situ. 

The authors believe that although in occasional 
instances, conservative treatment has proved suc- 
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cessful, hysterectomy combined with adequate blood 
transfusions must be considered the safest method of 
treatment of placenta accreta. 

Harry Fietps, M.D. 


NEWBORN 


The Formation, Regression, and Differential Diag- 
nosis of True Infarcts of the Placenta. PEARL 
M. ZEEK and N. S. Assatit. Am. J. Obst., 1952, 64: 
IIgI. 

Nodular lesions commonly found in placentas, 
termed “placental infarcts” in medical literature, 
often appear to be of diverse nature microscopically. 
Among these lesions there appears one type which 
presents all of the diagnostic features of true infarcts 
as defined in general pathology. This lesion in its 
various stages of formation and regression is com- 
pared with infarcts elsewhere in the body, and 
criteria for the differential diagnosis between this 
lesion and other nodules in the placenta, which 
have been commonly called “‘infarcts,’”’ erroneously, 
are described. 

In general pathology the term “infarct” is used to 
designate a localized area of necrosis caused by 
obstruction of its nutritional blood supply. The ob- 
struction usually occurs rapidly; otherwise collateral 
circulation, fibrous replacement, and other factors 
produce a lesion which is not characterized by nec- 
rosis and therefore is not called an infarct. In most 
viscera the sequence of morphologic changes in the 
formation of an infarct may be divided into the fol- 
lowing overlapping stages: stage I, prenecrotic stage; 
stage II, acute (red) infarct; stage III, subacute 
infarct; stage IV, old infarct. 

The present study includes observations in 600 
cases of pregnancy in which the placentas were 
studied very carefully microscopically. The various 
pathological changes are described, and the various 
stages of infarct formation are considered. 

Nodular lesions which, in certain respects, simu- 
lated placental infarcts grossly were: (1) fibrin de- 
posits, (2) intervillous thrombi, (3) cystic degenera- 
tion of decidual septa or of trophoblastic cell col- 
umns, and (4) chorioangiomas. 

This report emphasizes the necessity for careful 
differentiation, often by means of microscopic sec- 
tions, between true infarcts and other nodular pla- 
cental lesions before the etiology and clinical signifi- 
cance of these conditions can be determined. 

Harry Fretps, M.D. 


Some Aspects of Fetal Erythroblastosis (Quelques 
aspects de l’erythroblastose foetale). JORGE DE 
REZENDE. Gyn. obst., Par., 1952, 51: 331. 


Erythroblastosis is characterized by a multitude 
of clinical and pathological aspects that make its 
study difficult and confusing. Its name, although 
disputed, calls attention to the most characteristic 
finding as a common denominator in the overall 
picture. In considering the clinical appearance, pop- 
ulation incidence, and mortality rate in the prenatal 
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and postnatal periods, the problems arising from the 
descriptive terminology in the literature are re- 
viewed. The genetic and serologic types of both 
Wiener and Fischer are discussed. 

The diagnosis of erythroblastosis in the ante- 
partum period is difficult to definitely establish. 
Perhaps the most dependable findings are an abrupt 
rise in the Rh antibody titer and the findings in 
roentgenograms taken of the infant in utero, show- 
ing edema of the tissues. In the neonatal period 
recognition of erythroblastosis depends upon the 
past history, the clinical appearance of the child and 
placenta, and the results of tests performed upon 
the infant’s umbilical cord blood. In general the 
clinical appearance of the infant may be classed in 
any one of five broad groups: fetal anasarca, icterus 
gravis, anemia of the newborn, erythroblastosis with 
hemorrhagic diathesis, and lastly unclassified types. 
The most characteristic placental findings are edema, 
a relative scarcity of villi, and persistence of the 
Langhans cells. The degree of clinical erythroblas- 
tosis seems to be definitely correlated with the extent 
of placental changes. Infant blood findings of 50,000 
or more nucleated red blood cells per cubic milli- 
meter in the peripheral blood are quite typical. The 
test described by Coombs, Mourant, and Race is 
specific and considered pathognomonic of fetal 
erythroblastosis. 

No treatment has been of proved value in the 
antepartum period. Therapeutic abortion is not 
indicated, while premature termination of pregnancy 
may be of value in a very limited number of cases. 
Early interruption of the pregnancy only serves to 
add problems of prematurity to those of erythro- 
blastosis. Neonatal management has been most 
successful in cases in which multiple transfusions of 
Rh negative blood were used; from 20 to 30 milli- 
liters per kilo of body weight were given immediately 
after birth. The use of exchange transfusions has 
proved very effective, but the technical difficulties 
involved in this procedure have made its routine use 
impractical. GeorceE C. Lewis, Jr., M.D. 


Premature Infant Mortality. R. H. West, R. M. 
Grier, and H. O. Lussxy. Am. J. Obst., 1952, 64: 
1222. 


The premature neonatal mortality at the Evans- 
ton Hospital, Evanston, Illinois, from 1941 to 1950, 
was subjected to statistical review. These data 
were compared to a previous group of deaths from 
1929 to 1938. 

Premature live births of infants weighing less 
than 2,500 gm. accounted for 5.9 per cent of 13,819 
live births and have accounted for 53 per cent of the 
gross neonatal mortality of 319. Sixteen per cent 
of the 825 premature infants were multiple births. 
All infants were white and from a suburban popula- 
tion group; 6.7 per cent weighed less than 1,000 gm., 
10.8 per cent weighed between 1,000 and 1,500 
gm., 16.7 per cent weighed between 1,501 and 2,000 
gm., and 65.8 per cent between 2,001 and 2,500 gm. 
There was a lowering of infant mortality in all 
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weight groups but the most marked reduction was 
in the 1,501 to 2,000 gm. group. The gross neonatal 
mortality in the 1929 to 1938 group was 25 per 
cent and in the current group it was found to be 
20 per cent. 

The mortality curves for the weight and estimated 
intrauterine age were virtually parallel. The death 
rate in premature infants delivered of primiparas 
was not dissimilar to the death rate of those de- 
livered of multiparas. There were more female 
than male births in both series. The mortality rate 
was lower in females than in males. The duration 
of labor showed little significant variation in mor- 
tality rates of the infants. The ‘‘no labor” category 
did show an increase in mortality. This was con- 
sidered as being a reflection of the more serious 
illness encountered in those patients in whom ab- 
dominal section was the mode of delivery; e.g., 
placenta previa, premature separation of the pla- 
centa, and diabetes. The type of vaginal delivery 
did not apparently alter the expected mortality 
rates. Breech delivery was three times as frequent 
in premature deliveries when compared to mature 
deliveries. 

In general, smaller doses of analgesic drugs were 
used in premature labors but were used in 24 per 
cent of infants weighing less than 1,000 gm., in 33 
per cent of the 1,000 to 1,500 gm., in 30 per cent of 
the 1,501 to 2,000 gm., and in 44 per cent of the 
2,001 to 2,500 gm. group. There was no evidence of 
an adverse effect of these drugs on neonatal sur- 
vival. The employment of anesthesia did not in- 
crease the mortality. No special advantage of con- 
duction anesthesia could be demonstrated. A def- 
inite anatomic cause of death was found in 20 per 
cent of the deaths in the earlier series, but could be 
demonstrated in 46 per cent of the deaths in the 
current study. These were listed as: birth injuries, 
25.7 per cent, congenital anomalies, 11.9 per cent, 
infections, 5.7 per cent, and erythroblastosis, 2.5 
per cent. 

The authors conclude that no single obstetrical 
factor has been demonstrated as the cause for our 
decreased premature neonatal mortality. It seems 
likely that many obstetrical improvements and 
more skillful nursing care with efficient pediatric 
supervision during the neonatal period have accom- 
plished this improvement. 

ARTHUR L. Haskins, M.D. 


MISCELLANEOUS 


The Prevention of Repeated Abortions (La preven- 
tion des avortements a répétition). JEAN Sfcuy. 
Sem. hép., Paris, 1952, 28: 3537. 


Repeated abortion is considered a clinical problem 
when a woman experiences two or more consecutive 
abortions. Not enough stress can be placed upon the 
need for a complete history, physical evaluation, and 
study of these individuals. 

Two-hundred cases of repeated abortion are re- 
ported. In 4o per cent of these the preliminary 

















evaluation uncovered a specific local or systemic 
cause to explain the abortion. Seventy-five per cent 
of the patients whose abnormality could be corrected 
or controlled had subsequent full term normal preg- 
nancies. No abnormalities to explain the repeated 
abortion could be found in 60 per cent of the 200 
patients, and these women were advised to become 
pregnant again. 

The 123 pregnancies which then occurred were 
classified according to the period of time in which 
any new threats of abortion occurred. The first 
classification included those patients threatening to 
abort before the second month; the second, those 
threatening to abort from the second to the fourth 
months; and the last, those from the fourth to the 
sixth month. 

In 15 per cent of the patients observed difficul- 
ties developed in the early period. Forty per cent 
of the group ultimately gave birth to viable infants. 
Those patients who aborted were thought to do so 
on the basis of anomalies of the ovum, or of the site 
of implantation. No correlation could be demon- 
strated with estrogen, pregnandiol, or gonadotropic 
hormone levels. An attempted course of therapy 
with these hormones proved ineffective. Seventy- 
five per cent of 123 pregnancies threatened abortion 
between the second and fourth month. 

On the basis of estrogen and pregnandiol studies, 
it is believed that hormone imbalances were responsi- 
ble for most of the difficulties. The principal abnor- 
mality noted was the failure of pregnandiol to show 
a normal rise, or, in some cases, pregnandiol levels 
showed a steady downward trend. Sixty-two per 
cent of this group demonstrated a progressive fall in 
their pregnandiol levels. When there was an asso- 
ciated low estrogen level, stilbesterol up to 30 mgm. 
a day was given to the patient. On the other hand, 
progesterone, 20 mgm. per day, was given to pa- 
tients presenting a normal or elevated estrogen level. 
If, despite this therapy, pregnandiol levels continued 
to fall, progesterone was substituted for stilbesterol 
and vice versa. The two preparations were not given 
concomitantly. In 29 cases the levels of pregnandiol 
were above normal and no hormone therapy was 
given; instead the patients were placed on bed rest 
and opiates. Eighty-six per cent of the patients with 
threatened abortion in the second to fourth months 
were carried to term. 

In the four-to-six month group there were 14 
cases. These patients exhibited normal development 
up to the fourth month, then the development 
seemed slow, and uterine tone was poor. These 
patients responded well to stilbesterol given in an 
increasing dosage. Still others exhibited sudden 
intrauterine death of the infant after a completely 
normal development up to the fourth or fifth month. 
Therapy seemed to be useless in this group of pa- 
tients. 

A third type of miscarriage was seen in which 
there was irregular bleeding after the fourth month. 
This gradually became so severe that termination of 
the pregnancy was required. The overall results in 
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the patients with threatened abortion between the 
fourth and sixth months are not stated. For the 
entire group of 200 patients, 73 per cent of the preg- 
nancies were carried to term. 

GrorcE C. LEwis, JRr., M.D. 


A Study of Embryopathica Rubeolica with Remarks 
on the Effect of Other Viruses on the Fetus 
(Zur Kenntnis der Embryopathica rubeolica, nebst 
Bemerkungen ueber die Wirkung anderer Viren auf 
den Keimling). Gian ToEeNnpuRy. Geburtsh. & 
Frauenh., 1952, 12: 865. 

It is assumed that the viruses circulate in the ma- 
ternal blood stream and penetrate the intact chorion 
epithelium by ultrafiltration. In children the viruses 
principally attack epithelial organs such as the 
lenses, the enamel organs of the teeth, and the sen- 
sory epithelium of the inner ear. These organs have 
no blood vessels and are nourished by diffusion. The 
phase specificity of the mode of action of these 
viruses is explained by developmental conditions of 
the organs affected. Thus, the lens is affected early 
and the inner ear usually is affected at a much later 
period. 

Only 1 fetus developed severe lesions of the 
tooth enamel and inner ear besides the changes in 
the lens, whereas the younger fetuses showed no in- 
volvement of the former. Furthermore, it was ob- 
served that only cells designed for special functions 
were destroyed. The ordinary epithelial cells re- 
mained intact. 

The sensory cells which are destroyed have a high 
ribonuclein acid content. There appears to be a drop- 
like destruction of the involved cells. The viruses 
exert their destructive effect in primarily normal 
embryonic organs. The changes which take place 
are therefore secondary, as is clearly demonstrable 
in the inner ear. 

It is emphasized that a virus embryopathy has 
nothing in common with the disease picture in the 
mother. The fetus must be regarded as a culture 
medium in which adequate conditions for growth of 
the virus are provided as long as the cells are present. 
This explains why the destructive process in the 
lenses continues even after birth. 

The question of percentage probability of fetal in- 
volvement in relation to the time of onset of the ma- 
ternal disease cannot be unequivocally answered and 
especially not in the case of poliomyelitis. The in- 
volvement of the fetus when the mother is taken ill 
with rubeola during the first 3 months of pregnancy 
is about roo per cent. Obstetricians must warn 
pregnant mothers against exposure to infection by 
these diseases. With the present state of publicity 
regarding these conditions, most women are quite 
aware of the danger involved. 

Although interruption of pregnancy may not be 
permissible because of the possible danger to the 
fetus, such intervention is quite permissible should 
the fear of such consequences prove too great for the 
mother to face without danger of pyschiatric com- 
plications. In such instances the witnessed diagnosis 
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and recommendation of the physician will be re- 
quired. 
Fourteen plates illustrate the changes in the lens, 
tooth enamel, and inner ear. 
EpitH SCHANCHE Moore 


Chorioepithelioma. A Biologic Consideration (Das 
Chorionepitheliom. Eine biologische Betrachtung). 
W. Scuoprer. Deut. med. Wschr., 1952, 77: 1218. 


Chorioepithelioma offers the most difficulty of all 
malignant uterine tumors from the standpoints of 
diagnosis and prognosis. The author reviews the 
various viewpoints in the literature on the subject. 

In some respects the physiologic trophoblast acts 
as cancer since it invades normal tissue. It is appar- 
ently kept in check by the decidua. The malignant 
trophoblastic cell may structurally resemble a be- 
nign and normal one, but it travels farther than 
normal. Both syncytium and Langhan’s epithelium 
take part in the growth process. 

In contradistinction to other tumors, not only a 
histologic evaluation but a biologic one must be 
made and a qualitative and quantitative Aschheim- 
Zondek test must be carried out. After an abortion 
or term delivery, gonadotrophin disappears from the 
urine in about 2 weeks, and after a hydatid mole in 
8 weeks or more. With chorioepithelioma the titer 
continues to rise. After complete surgery the reaction 
becomes negative in several days. 

WarrEN R. Lane, M.D. 
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Chorioepitheliosis and Malignant Chorioepitheli- 
oma (Chorionepitheliosis und malignes Chorionepi- 
theliom). H. Huser and G. HoerMANN. Medizi- 
nische, 1952, 4: 1253. 

The authors present 22 personal cases of chorio- 
epithelioma which they have managed during the 
past 30 years. A summary of their results may be 
tabulated as follows: 

















Chorioepithelioma - — 2 | 3-5 | 6-10 |11-20 _ 
malignum cies yr. | yrs. | yrs. | yrs. | yrs. | yee. 

Chorioepithelioma 

without metas- 

tases 13 13 I 4 5 3 
Chorioepithelioma 

with vaginal 

metastases 5 5 I 2 2 
Chorioepithelioma 

with vaginal and 

lung metastases 4 I 
Total 22 19 I I 4 7 5 





























In younger women the authors attempt surgical 
conservatism but in the older age group they tend 
to be as radical as possible. The surgeon should not 
necessarily take a pessimistic attitude when con- 
fronted with a chorioepithelioma. Blood and anti- 
biotics should be administered freely. Roentgen- 
therapy delays the process in some instances. 
WaRREN R. LAnc, M.D. 
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Clinicopathologic Study of a Case of Pheochromo- 
cytoma (Estudo clinico-patol6égico de um caso de 
feocromocitoma). José ScHERMANN and MANOEL 
BaRRETTO NETTO. Rev. Brasil. cirurg., 1952, 24: 3. 


Pheochromocytomas are tumors that appear in 
the medullary portion of the adrenal gland, their 
cells reproducing the structure of the pheochromo- 
cytes. 

They may also appear in other organs, such as 
the retroperitoneal lymph nodes and carotid body, and 
are also named chromaffinomas or paragangliomas. 

The name pheochromocytoma has usually been 
reserved for tumors of the adrenal gland, while tu- 
mors of other structures are called paragangliomas. 

Pheochromocytomas are most always benign but 
occasionally they may be malignant. 

Lately a great number of these tumors has been 
reported because of the fact that they are respons- 
ible for many cases of paroxysmal or permanent 
arterial hypertension. 

The adequate study of patients by different diag- 
nostic means may make it possible to distinguish 
cases of hypertension due to pheochromocytomas 
from those due to other causes. This is of great 
importance because the first type may be cured by 
radical removal of the tumor. 

A report is made of a patient suffering from an 
adrenosympathetic syndrome (vasomotor distur- 
bances with paroxysmal hypertension, which dis- 
turbances started after various kinds of stimuli such 
as emotion, change of position in bed, feasting, 
sleep, or abdominal palpation. 

This is the first case in the Brazilian literature in 
which a preoperative diagnosis was confirmed by a 
successful operation and hormonal tests of the tumor 
were made. 

The patient was a Brazilian woman, 29 years old, 
who came to the Moncorvo Filho Hospital in Rio 
de Janeiro on September 1, 1951. She had been 
having slight intermittent headaches for quite some 
time, nervousness, hot spells, and a tumor. In 
December, 1949 she began having precordial anx- 
iousness, palpitation, and her hands would become 
pale and cold. Two or three minutes later she would 
feel the heat coming up to her face and she would 
perspire greatly. 

Later these symptoms came on very frequently, 
sometimes six times a day, and she began to see 
sparks in front of her eyes. She became very weak, 
vomited, and lost weight (6 kgm.). 

Examination disclosed a patient in poor general 
condition with slight exophthalmus and apical infil- 
tration of the left lung. The thyroid was of normal 
size. The blood pressure varied from 120/80 to 
160/100. There was a slight systolic murmur over 
the midcardiac area, also a fine digital tremor. 
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While in the ward she had a number of spells, 
especially after emotion, moving around in bed, or 
after evacuating. The most intense one was after 
an abdominal examination. Her pulse grew count- 
less and her blood pressure went up to 210/140. 

She always had a slight temperature elevation at 
noon in spite of regression of the lung infiltration. 

Her basal metabolism was +36.5 per cent. There 
was an abnormal glucose tolerance. The histamine 
test was negative, while the tetraethylammonium 
bromide (etamon) test resulted in marked elevation 
in the blood pressure. 

Perineal air insufflation (Rivas’ technique for 
pneumoretroperitoneum) associated with an intra- 
venous pyelogram disclosed a tumor of the right 
adrenal gland with downward displacement of the 
kidney. 

A description of the operation is given, in which 
an adrenal tumor weighing 90 gm. was successfully 
removed. 

During the operation there was a slight paroxys- 
mal hypertensive attack while the pleura was being 
opened. It was not necessary to use any benzodiox- 
ane to control the attack. After operation shock was 
controlled by transfusion, and 5 days later there was 
a drop in blood pressure, with sweating and pale- 
ness. This was corrected by cortical extracts. 

After operation the basal metabolism dropped to 
+16.5 per cent, and the glucose tolerance test and 
the tetraethylammonium bromide test were normal. 

Right after its removal the tumor was submitted 
to hormonal assay, according to von Euler and 
Hellner’s method, 2.3 mgm. of noradrenalin per 
tissue gram being found, or a total amount of 207 
mgm. for the entire tumor. 

Histological examination proved the tumor to be 
a pheochromocytoma. 

The patient has been followed up for 3 months 
and has been greatly benefited by the operation. 

J. B. Vianna, M.D. 


Treatment of Acute Renal Failure. S. A. VEsT AND 
R. A. Kettey. J. Urol., Balt., 1953, 69: 55. 


Uremia is primarily due to failure of the kidneys 
to maintain a proper balance in fluids and electro- 
lytes, not alone to retention of waste products of 
nitrogen metabolism. Proper maintenance of fluid 
and electrolyte balance is the cardinal therapeutic 
objective. The discussion in this paper is that of 
acute anuria, or oliguria, of the prerenal or intrarenal 
disorders. The primary feature of such anuria, the 
so-called “lower nephron nephrosis,” is tubular dam- 
age; this damage is usually reversible within 2 to 3 
weeks and the cells of the tubules will regenerate and 
resume function if the patient can be kept alive for 
that period. The objectives of treatment are mainly 
the prevention of electrolyte and fluid derangement; 
any imbalance must be cautiously corrected. A 
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second objective is the control, as far as feasible, of 
metabolism. 

In fluid balance, the insensible water loss via skin, 
lungs, and bowels is approximately 800 c.c. per day. 
With perspiration, diarrhea and vomiting, or fever, 
the increased water loss must be corrected. 

The plasma electrolytes should be maintained as 
near normal as possible; sodium, potassium, and 
chlorides are the most important ions. Sodium is 
rarely administered except with diarrhea or vomit- 
ing. Plasma chlorides tend to decrease in: uremia 
but, except in the case of excessively low values, 
these compensatory chloride depressions should not 
be corrected. Potassium in any form should not be 
administered in anuria. Later in the disease the cells 
will release potassium and an elevated plasma level 
will occur. If toxic potassium levels are reached, 
artificial dialysis techniques should be employed. 

Metabolism should be minimized as far as possible 
to reduce the potassium liberated from the cells; 
100 gm. of glucose daily will reduce metabolism of 
the patient’s own protein by approximately 50 per 
cent and will aid in oxidation of organic acids. An 
increase of fat in the diet will aid in caloric balance. 
Vitamins should be given daily during the period of 
dietary restrictions. 

Diuretics have no place in the treatment of fully 
developed anuria and their use is illogical. In the 
correctly managed patient artificial dialysis is rarely 
necessary within the first 2 weeks of anuria. After 2 
weeks the products of metabolic breakdown may re- 
quire accessory treatments. If the patient has been 
fed, high potassium levels may also require dialysis. 

Cross-transfusion or replacement transfusion is 
probably of little real value. Sympathectomy, spinal 
anesthesia, intravenous procaine, and other meas- 
ures used to increase renal blood flow are without 
evidence of scientific value. Renal decapsulation 
may be of value in cases of overhydration or in al- 
lergic anuria with renal swelling. 

The use of the artificial kidney or peritoneal irri- 
gation requires a highly trained team and much 
technical control; these methods are not possible in 
the majority of cases of acute renal failure. The 
simpler procedure of intestinal dialysis may be an 
extremely valuable adjunct since much potassium 
and urea may be removed from the jejunum via a 
Miller-Abbott tube. The various procedures must 
be adapted to the needs of the individual patient. 

NATHAN ROSENBLOOM, M.D. 


Papillary Carcinoma of the Renal Pelvis (Carcinoma 
papilar do bacinete). BERNARDO Morerra GARCEZ. 
Bol. Col. brasil. cirur., 1952, 25: 153. 


This patient, a 66 year old male, consulted the 
author’s service complaining of periodic hematurias. 
Intravenous urography disclosed a lacunar image in 
the left renal pelvis; retrograde pyelography con- 
firmed the urographic findings and the disappear- 
ance of the middle and lower calyceal complexes. 

Operation (nephrectomy with ureterectomy) dis- 
closed a pediculated tumor distending the renal 
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pelvis and penetrating into the inferior calyces. The 
tumor was of friable consistency and was easily 
lacerated. 

Histologic examination disclosed discrete degen- 
erative lesions of the epithelium of the uriniferous 
tubules and infiltrations of lymphocytes beneath 
the epithelium covering the lower calyces, and at 
the apex of the papilla there was a vegetating neo- 
plasm consisting of delicate conjunctive and vascu- 
lar septa which was covered by a number of layers 
of cylindrical epithelial cells. Many of these cells 
were desquamated and lying loose between the digi- 
tations of the neoplasm. 

With high magnification the cells were observed 
to be anaplastic with hyperchromatic nuclei. The 
cells themselves were voluminous and varied in 
size. Emboli of these atypical cells were encoun- 
tered in the intratumoral branches of both the 
arteries and veins. In the course of examining serial 
sections it was possible to find the points of transi- 
tion between the neoplastic epithelial covering of 
the villa projecting into the lumen of the calyx and 
the epithelial covering of the terminal portions of 
the tubuli recti. 

The diagnosis was papillary carcinoma of the 
renal pelvis of grade III according to Broders’ classifi- 
cation. Six months after the operation there was 
still no evidence of metastases, despite the malignant 
characteristics of the removed tumor. 

Joun W. BRENNAN, M.D. 


The Blood Supply of the Human Ureter in Relation 
to Ureterocolic Anastomosis. OWEN DANIEL 
and RALPH SHACKMAN. Brit. J. Urol., 1952, 24: 334. 


The blood supply of the human ureter was studied 
by injecting the thoracic aorta of 50 cadavers with 
barium gelatin. 

A variable number of long arteries arising from the 
aorta or its branches divided into ascending and 
descending branches in the adventitia of the ureter, 
anastomosed freely, and gave off secondary vessels 
which formed a plexus on the surface of the ureter 
from which twigs supplied the ureteral wall. 

The blood supply of the right and left ureters was 
seldom symmetrical and there was marked variation 
between the ureteric blood supply of individuals. Of 
the 100 ureters examined, 88 received branches from 
the renal and uterine or vesical arteries. In most 
instances the intermediate portion of the ureter was 
supplied by from 1 to 4 additional long arteries which 
originated in the upper aorta, lower aorta, testicular, 
ovarian, common iliac, or internal iliac arteries. Ten 
ureters, however, had only minute peritoneal twigs 
supplying the midportion. Two ureters had long 
arteries in their intermediate portion, but failed to 
receive any branches from the renal, uterine, or 
vesical arteries. 

When the ureters were not disturbed in any way 
they showed adequate anastomoses throughout the 
entire length, but when they were freed and divided, 
as in transplantation, some showed defective blood 
supply in the terminal portion. As a result, it is 
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Fig. 1 (Hand). Open trough procedure. A. Flaps of in- 
cised taenia retracted to show wide exposure of mucosal 
bed. The colon has been brought to the ureter and sutures 
have been placed for fixation. B. Sutures fixing the sig- 
moid to the lateral flap of the posterior parietal peritoneum 


concluded that if all ureters are always divided at 
the same point or mobilized for more than 2.5 cm., 
sloughing of the ureter can be expected in 10 to 15 
per cent of cases. 

To avoid impaired blood supply to the end of any 
ureter which is to be transplanted, the authors ad- 
vise dividing the ureter 2 cm. below the point at 
which a major vessel enters, or 2 cm. below the bi- 
furcation of the common iliac artery and reinforcing 
the anastomoses with carefully prepared peritoneal 
flaps that may contain some blood supply. 

Ormonp S. Cup, M.D. 


Ureterointestinal Anastomosis. New Technique. 
Joun R. Hann. West. J. Surg., 1953, 61: 1. 


The problem of ureteral implantation still awaits 
a successful solution. The Coffey method provides 
for placement of the ureter immediately under the 
loose mucous membrane for a distance before it en- 
ters the lumen of the intestine. This principle, it was 
hoped would prevent dilatation of the ureters by 
hydrostatic pressure transmitted by the bowel. How- 
ever, obstruction occurs in this technique because of 
fibrosis, tight anastomosis, edema, hemorrhage, an- 


have been placed. Flaps of longitudinal and proximal hori- 
zontal incisions have been approximated over the embed- 
ded ureter without tension or compression. A suture is 
being placed between the wall of the obliquely incised ure- 
ter and the mucosa of the sigmoid. 


gulation, and impaired peristalsis. The Nesbit mu- 
cosa-to-mucosa method provides a patent ostium in 
the sigmoid and uninterrupted ureteral peristalsis, 
but its disadvantage is peritonitis from possible 
leakage and reflux. 

A combination of the Coffey and Nesbit principles 
with elimination of sutures over the imbedded 
ureter as a safeguard against compression was Car- 
ried out by the author in a tunnel technique. Two 
horizontal incisions in the sigmoid taenia, 3 cm. 
apart and 3 cm. in length, were made through the 
serosa and muscularis. Because of difficulty in dis- 
section of the submucosal plane lying under the tun- 
nel roof, an open trough method was decided upon 
in a second case. This allowed complete dissection 
of the submucosa, which provided a soft yielding 
mucosal bed for the ureter, facilitated its collapse by 
intracolonic pressure, and prevented reflux. Major 
details of the open trough technique are as follows: 

Two horizontal incisions 3 cm. apart were made 
in the sigmoid taenia as described in the tunnel 
method. These were connected by a longitudinal in- 
cision carried through the serosa and muscularis. 
The flaps thus formed were freed to 0.5 cm. beyond 
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either edge of the horizontal incisions. Constricting 
submucosal fibers were readily freed, only the soft 
mucosa being left for the ureteral bed. Bleeding 
points in the mucosa were easily secured and a dry 
field was obtained. With the trough prepared, the 
sigmoid was brought to the ureter and fixed with 
several sutures to the adjacent flap of posterior 
parietal peritoneum formed by exposure of the 
ureter. The ureter lay in its bed without angulation. 
One transfixion suture was placed between the ad- 
ventitia of the ureter and the muscularis mucosa of 
the bowel. The osteum in the sigmoid was formed 
by a 1 cm. horizontal incision in the mucosa just be- 
yond the transfixion point. The obliquely cut ure- 
teral end was anastomosed to the bowel mucosa by 
interrupted No. ooo00 chromic catgut with the knots 
placed on the outside. The edges of the proximal 
and distal horizontal incisions and the longitudinal 
incision were closed with interrupted cotton sutures, 
constriction being avoided. The operative site was 
extraperitonealized by drawing the lateral flap of the 
posterior parietal peritoneum over the suture line. 

In the first case discussed, the ureter on either 
side was drawn through a tunnel and anastomosed 
to the bowel by the mucosa-to-mucosa method. A 
follow-up intravenous urogram eight months later 
showed progressively poorer renal function on the 
right side, which was believed to be due to obstruc- 
tion in the tunnel caused by fibrosis. In the second 
case, both ureters were laid in an open trough. The 
right ureter was anastomosed by the mucosa-to- 
mucosa technique and the left by the Coffey No. 1 
method. At an early follow-up date there was no 
abnormality on the right side. Preoperatively how- 
ever, this side had been normal except for the lower 
ureter. A urogram of the left side after the operation 
showed dilatation of the pelvis, calyces, and ureter. 
The ureter had been thickened prior to operation. 
However, it does not seem possible to make an 
equitable evaluation of the relative merits of the dif- 
ferent anastomotic methods on the basis of this case. 

The article is well supplied with descriptive 
illustrations. 

The author describes experimental work carried 
out on 2 dogs for a study of the tunnel method de- 
scribed. One dog was sacrificed. Microsections 
from the operative site showed hypertrophy of the 
muscular layers above the tunnel. This hypertrophy, 
it is thought, may be a factor contributing to post- 
operative obstruction and ureteral dilatation. 

ALLAN K. SwersiE, M.D. 


Considerations with Reference to the Technique 
and Results of Ureterocolic Anastomoses (Con- 
siderazioni su tecniche e risultati delle anastomosi 
uretero-coliche). E. Las1o. Chirurgia, 1951, 6: 501. 


Forty-five ureters, in 24 patients, were anasto- 
mosed to the sigmoid. There were 4 deaths (17.3%) 
immediately after operation and 1 after 3 months. 
Two of the 3 immediate deaths followed the Coffey I 
operation and 1 followed the Coffey I-modified oper- 
ation. The tr late mortality followed the direct 
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method of anastomosis according to the technique of 
Nesbitt (J. Urol., 1949, 61: 729). Two patients were 
operated on by the Coffey II method; one of these 
provided an excellent result; in the second patient, 
there followed a certain amount of pyeloureteral 
dilatation which has not however become any worse, 
and both patients are still living. 

The author’s only death (at a later date) of 
uremia occurred, as mentioned, following the Nes- 
bitt technique. In this instance there were present 
preoperatively ureteral dilatation and a state of sep- 
sis, the patient subsequently suffering numerous at- 
tacks of pyelonephritis. The roentgen examination 
demonstrated a notable hydroureteronephrosis, more 
marked in the segment adjoining the anastomosis, a 
sign that the dilated condition of the urinary tract 
resulted from reflux. The author does not like, or 
trust, the method, although admitting that in dilated 
and septic instances it may be the only choice. 

Pretty much the same may be said of the extra- 
peritoneal versus the intraperitoneal routes. The 
extraperitoneal route is used only for the left ureter, 
and then only in instances in which there is indica- 
tion of sepsis, or for technical reasons (short stump; 
sigmoid adhesions). 

The modification ot the Coffey I method has al- 
ready been reported by the author (Aéti. Soc. Ital. 
urol., 1950). Briefly, the operation as practiced in 
the author’s service consists of freeing the ureter in 
the usual manner. The usual location on a taenia of 
the anterior surface of the sigmoid is chosen. The in- 
cision at this point is transverse. A fine forceps is 
introduced upward through the incision and the mu- 
cosa is separated from the overlying muscularis and 
serosa by blunt dissection. When the separation has 
been carried upward for about 2 cm. the upper end 
of this canal is cut open withascissors. The forceps 
comes out through the scissors cut and grasps the 
thread which has been passed through the apex of 
the obliquely trimmed ureteral end, just as in the 
Coffey I technique. The ureter end is thus drawn 
down through the canal and then anchored in the 
intestinal lumen by the terminal suture passing 
from the inside to the outside of the gut, also as in 
the Coffey I operation. 

The author believes that the superior results (15 
ureters of 25 transplanted by this modified tech- 
nique with optimal results) with this modification of 
the Coffey I technique, whereby postoperative 
hematomas in the operative site are forestalled, may 
be ascribed to the avoidance of the use of the scalpel 
whenever possible. Joun W. Brennan, M.D. 


The Late Results of Ureterocolic Anastomosis. 
ARTHUR JAcoss and W. Barr Stiriinc. Brit. J. 
Urol., 1952, 24: 259. 

A total of 137 members and associate members 
of the British Association of Urological Surgeons 
supplied data regarding 2979 ureterocolic anasto- 
moses, review of which provided the basis for this 
report. Less than 25 cases were contributed by 
each of 119 of these surgeons. 
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Prior to 1941, most of the transplantations were 
by the Coffey technique, but in later years direct 
methods of anastomosis had increased in popular- 
ity and represented 41.8 per cent of the operations 
in 1951. 

The postoperative mortality for the entire group 
was 21.1 per cent with minor variations after dif- 
ferent types of ureteral transplantation. The high- 
est mortality followed operation for carcinoma 
while the lowest was after congenital and traumatic 
lesions. The authors concluded that the optimum 
method of implanting a ureter seemed to vary ac- 
cording to the nature of the lesion. 

After direct anastomoses, pneumopyelograms 
were noted in nearly 50 per cent of 43 cases studied, 
while only 8 per cent of the indirect transplants 
showed the same type of reflux. It was noted, how- 
ever, that all of these patients did not exhibit 
clinical ill effects due to the regurgitation. The 
postoperative renal status of the direct implants, 
as judged by excretory urography, proved better 
than that of the indirect ones which were more 
susceptible to dilatation. Renal complications were 
responsible for 16.3 per cent of the deaths follow- 
ing direct implantation and for 18.6 per cent of the 
fatalities after indirect methods. 

In 177 cases of urinary tract tuberculosis, the 
Nesbit operation had the lowest mortality (6.9%) 
while the Cordonnier procedure had the highest 
(26.6%). The reverse was true in 1,181 patients 
whose ureters were transplanted because of malig- 
nancy. 

The overall mortality in 705 cases of transplan- 
tation and cystectomy was 15.2 per cent. Long 
term results after operation for carcinoma were 
discouraging. Only 20.4 per cent of the patients 
were living 5 or more years later. The authors be- 
lieve that cystectomy has a definite but restricted 
therapeutic role and they advise a one-stage pro- 
cedure during which the bladder is removed prior 
to transplantation of the ureters. In the subse- 
quent discussion, however, it is noted that other 
surgeons insisted upon ureteral transplantation fol- 
lowed by cystectomy. 

In 115 cases of congenital anomalies there was 
an operative mortality of 11.3 per cent, and 76.6 
per cent of the patients survived for 5 or more 
vears. The Coffey operation was the most satisfactory. 

In go cases of traumatic lesions (e.g., vesico- 
vaginal fistula), the postoperative mortality was 
Io per cent and 55.4 per cent of the patients were 
living at least 5 years later. 

A second section of this comprehensive study is 
devoted to complications of ureterocolic anasto- 
mosis. In 58.6 per cent of the cases there were no 
complications of any type. In the remaining 41.4 
per cent, ileus, fistulas, peritonitis, and pyelo- 
nephritis were the chief complications. A great 
variety of less common complications was noted 
and listed in detail. There was marked reduction 
in the incidence of all types of infections after the 
introduction of chemotherapy. The frequency of 
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ileus remained fairly constant, while an increase in 
the percentage of fistula was noted in recent years. 

There appeared to be no significant difference in 
the incidence of complications after direct and in- 
direct techniques, or with intraperitoneal and ex- 
traperitoneal approaches. 

Considerable discussion is devoted to blood elec- 
trolyte changes and their possible etiology, but find- 
ings in this series merely paralleled previous ob- 
servations except for the fact that hyperchloremic 
acidosis was noted in only 45.5 per cent of the in- 
direct transplants and in only 32.5 per cent of the 
direct cases. Chloride absorption and concomitant 
renal damage were accepted as the major factors 
in the production of this syndrome. 

A 14-page appendix is included for readers who 
wish detailed analyses of the many aspects of this 
large series. Fourteen other surgeons participated 
in the general discussion and presented their own 
series of cases or special personal observations. 
Most of the discussants preferred the Coffey oper- 
ation and were concerned primarily with electro- 
lyte imbalance. Ormonp S. Cutp, M.D. 


Chemical Imbalance Following Ureterocolic Anas- 
tomosis. F. M. Parsons, L. N. Pyran, F. J. N. 
PowELL, G. W. REED, and F. W. Spiers. Brit. J. 
Urol., 1952, 24: 317. 

Three types of chemical imbalance were noted 
following ureterosigmoidostomy: (1) hyperchloremic 
acidosis, (2) anuria, and (3) hypokaliemia. When 
patients with hyperchloremia developed clinical 
symptoms there appeared to be a disturbance of 
water balance with increasing acidosis. One case 
of anuria was explored and the solitary ureter and 
renal pelvis were found to be of normal size with 
no evidence of recent infection. Even postmortem 
study of the kidney failed to reveal the etiology of 
the anuria. Of 2 patients with severe potassium 
depletion, 1 recovered after administration of po- 
tassium chloride and potassium bicarbonate. 

Several investigative approaches were made to 
the problem of rectal reabsorption. In a patient 
who had one ureter transplanted to the sigmoid 
while the other ureter occupied its normal relation- 
ship, urine was obtained from the bowel and blad- 
der and comparative chemical analyses were made. 
Chloride and nonprotein nitrogen levels were much 
higher in the bladder urine, suggesting reabsorption 
in the bowel. 

To further clarify this postulate, a patient with 
one ureter draining into the sigmoid and the other 
ureter still attached to the bladder had bladder 
urine instilled into the empty rectum for 108 min- 
utes, after which it was removed, analyzed, and 
compared with the constituents found in the blad- 
der urine. Some fluid was absorbed from the rec- 


tum. Both chloride and sodium were reabsorbed 
from the urine enema. There was increased potas- 
sium in the rectal fluid but less nonprotein nitrogen. 

As further proof of reabsorption from the rec- 
tum, tracer amounts of radioactive chloride and 
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sodium were added to the urine in the bowel. Both 
appeared in the blood stream. 

The authors do not believe that the level of 
chloride is responsible for symptoms of hyper- 
chloremia and acidosis, but attribute more sig- 
nificance to the value of the CO, combining power. 
They do not think reabsorption from the bowel is 
solely responsible for the clinical syndrome, but 
are convinced that renal impairment is a pre- 
requisite. They prefer the Coffey type of anasto- 
mosis and now restrict the salt intake of all patients 
who have had transplantation of the ureters. 

Ormonp S. Cutp, M.D. 


BLADDER, URETHRA, AND PENIS 


Vesical Neck Obstruction in Women. S. P. R. 
Hurcuins. J. Urol., Balt., 1953, 69: 102. 


Vesical neck obstruction in women may be defined 
as any condition which interferes with normal func- 
tion and emptying of the bladder due to anatomical, 
pathological, or functional disturbance of the urethra 
and/or bladder base, and which produces varying 
degrees of urinary retention. A large group of women 
with vesical neck obstruction have few symptoms, 
little, intermittent, or no residual urine, and diag- 
nosis is harder. The history should be reviewed 
thoroughly, especially for slowing of the stream, 
burning or discomfort at the end of urination, fre- 
quency, and hesitancy. Each case should be com- 
pleted with pyelography, cystography, and cys- 
toscopy with a panendoscope or direct vision 
cystoscope, as well as in the usual manner; cystoscopic 
findings may be minimal or negative, and not in 
keeping with the patient’s symptoms and residual 
urine. Etiologically, Braasch and Thompson suggest 
‘“‘a nervous imbalance between sphincters and de- 
trusor muscle, with spasm and subsequent hyper- 
trophy of the sphincter.” MacKenzie and Beck, 
and J. W. Huffman have found chronic inflammation 
of the urethra and bladder neck, cystic enlargement 
of the intraepithelial glands, and small submucosal 
lacunae of the cysts found about the upper third of 
the female urethra. 

Conservative management by dilatation and local 
therapy should be carried out diligently before 
considering transurethral resection of the bladder 
neck. Multiple circumferential resections are some- 
times necessary. Furthermore, the integrity and 
function of the pelvic diaphragm are most important. 
In the normal relationship of the pelvic floor to the 
bladder base there is continence; the loss of this re- 
lationship leads to incontinence. Retention instead 
of incontinence may result from loss of normal re- 
lationship; proper restitution should give normal 
function. These changes may be produced by trauma, 
childbirth, pregnancy, surgery, and senile changes 
of atrophy in muscle or fascia. 

Therefore, the author suggests that when one or 
two resections of the vesical neck fail to yield good 
results and elimination of residual urine, an under- 
lying cause should be sought in the status of the 








pelvic floor supporting the base of the bladder and 
urethra. Careful case study and cystourethrograms 
may give the clue for differentiation and aid in 
proper selection of the initial operation. 

Davip RosENBLOOM, M.D. 


Bladder Neck Obstruction in Young Male Adults. 
A. B. Peyton. J. Urol., Balt. 1953, 69: 109. 


The author summarizes 26 cases of median bar 
and bladder neck contracture in young men from 
t8 to 34 years of age. These conditions are often 
missed entirely and improper treatment frequently 
is employed. The diagnosis can be made only by 
thorough urological investigation. Nocturia, diurnal 
frequency, dysuria, and urgency are the most com- 
mon complaints; hematuria, either initial or terminal, 
is quite frequent; low back pain and lower abdominal 
pain occur in one-third of the cases. Many patients 
have been treated previously for a variety of con- 
ditions, such as “kidney disease,’’ prostatitis, stric- 
ture, chronic cystitis and pyelonephritis, and 
glomerulonephritis. Significant residual urine was 
not a factor in this series. Urograms have demon- 
strated obstructive changes such as trabeculation, 
diverticula, dilatation of the lower ureters, and 
hypertrophy of the interureteric ridge. Accurate 
diagnosis is made by careful cystoscopy and panendo- 
scopy. There is a bar or dam across the inferior 
portion of the prostatic urethra at the vesicourethral 
orifice, and the outlet may be “pin-point.”’ Trabecula- 
tion and hypertrophy of the interureteric ridge is 
common. The bar may be palpated over the cysto- 
scope with a rectal finger. 

Medical treatment is directed toward eradication 
of all infections by administration of antibictics, 
massage, sitz baths, urethral dilatations, and silver 
nitrate instillations. 

Transurethral resection is the surgical procedure of 
choice; the entire circumference must be removed 
and a hypertrophied interureteric ridge should be 
incised in the midline until the vesicourethral orifice 
is widely open, roughly circular, and the floor of 
the bladder and prostatic urethra are virtually on 
the same plane with no intervening tissue. 

The most serious postoperative complication has 
been hemorrhage. Postoperatively, bladder neck 
dilatations should be performed monthly for 6 
months, even though the obstructive tissue has been 
removed completely. Davip RosENnsBLOoom, M.D. 


Exstrophy of the Urinary Bladder; Ectopia Vesicae 
(Exostrofia da Bexiga; Ectopia vesicae). ANTONIO 
CARNEIRO DE Moura. Gaz. méd. Port., 1952, 5: 455: 


Twelve surgically treated instances of exstrophy of 
the urinary bladder are reported. The author used 
the extraperitoneal route in an operation performed 
in two sessions for transplantation of the ureters into 
the sigmoid. For the ureterosigmoidostomy he used 
the cuff method of Puigvert in preference to the 
original flute tip (flute snout) method of Coffey. The 
right ureter was transplanted first and the left was 
transplanted 10 days to 3 weeks later. Then some 




















time after this the atopic bladder was amputated and 
the anterior wall of the abdomen repaired. The au- 
thor also wished to repair any hernia present and to 
do something about the epispadias; however he did 
not have much success, as the patients, once freed 
from the constant dripping of the urine, preferred not 
to undergo any further surgery until they had had 
time to enjoy their new state of physical well-being. 

The 12 operative cases of the author were dis- 
tributed over the past 20 years of his practice. Thus, 
he has seen the introduction of the sulfonamides and 
the antibiotics with their lowering of the mortality, 
and the increase in daring and enthusiasm of the sur- 
geon in this field. However, the author prefers not 
to operate until the child is 3 or 4 years of age. In 
this, he disagrees with Higgins who recommends op- 
erations in patients less than a-year old. 

The author reported 1 death among his 12 cases 
immediately following the operation. This occurred 
in the early days. The Coffey method with catheters 
had been used and the patient (a mentally deficient 
boy of 18 years of age) pulled the catheters out dur- 
ing the night of the operation day. He died of dif- 
fuse peritonitis within 48 hours. 

Another patient, operated on at the age of g years, 
died 3 years after the operation. The cause of death 
could not be ascertained by the author, but it was 
probably renal insufficiency. A third patient, a man 
of 22 years, suffered severe attacks of pyelonephritis 
during the year following the operation. These at- 
tacks stopped under antibiotics; however, the pa- 
tient still has trouble walking, a trouble which the 
orthopedists have not been able to cure. The re- 
mainder of the patients presented optimum results. 
The youngest of these patients was 3 years of age and 
the oldest was 30 years. The postoperative uro- 
graphic examinations, which have been consistently 
made during the later years, constantly revealed the 
dilatation of the urinary tract which always follows 
immediately after a ureterosigmoidostomy; the later 
examinations, however, disclosed good results in all 
except 2 instances. Joun W. Brennan, M.D. 


Enlargement of the Contracted Tuberculous Blad- 
der with a Loop of Intestine (L’Agrandissement 
par plastie intestinale de la vessie tuberculeuse 
rétractée). J. CrpeRT, F. ROLLAND, L. DuRAND, and 
G. BranpsMA. Lyon chir., 1952, 47: 769. 


A small contracted bladder may result from the 
chronic tuberculous cystitis that remains after 
nephrectomy for tuberculosis. The resulting cystitis 
causes a marked diminution in the bladder capacity 
associated with intense distress, frequency of urin- 
ation, and urinary incontinence. Even though the 
remaining kidney may be free from tuberculosis, it 
can be destroyed because of the increase in intra- 
vesical pressure with incontinence of urine and dila- 
tation of the ureterovesical orifice. The result of the 
increased vesical pressure causes a marked ureterec- 
tasis and pyelectasis with eventual destruction of 
the remaining kidney if definitive therapy is not 
performed. 
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The usual surgical treatment for the small bladder 
resulting from renal tuberculosis is diversion of the 
urinary stream. The urine can be diverted from the 
bladder by nephrostomy or ureterostomy or even by 
the dangerous internal diversion of the urinary 
stream from the bladder into the rectosigmoid. Be- 
cause each method of diversion of the urine from the 
bladder has many disadvantages, the authors sug- 
gest the enlargement of the vesical capacity by in- 
creasing the size of the bladder. They advocate the 
use of an isolated loop of small intestine in order to 
protect the upper urinary tract. 

The technique of this operation is as follows: 

A midline incision is made from the pubis to the 
umbilicus. The peritoneum is opened transversely 
and a loop of intestine 35 to 40 cm. in length, along 
with its mesentery, is removed from the rest of the 
small intestine. The cut sections of the intestine are 
reunited in order to re-establish the intestinal con- 
tinuity. The open ends of the intestinal loop are 
closed. The opened peritoneum is closed, the in- 
testinal loop being left outside of the closed peritoneal 
cavity. The bladder dome is exposed, and a trans- 
verse incision is made over the superior vesical por- 
tion. If it is possible, the contracted sclerotic tissues 
in this region may be resected. An incision is made 
into the isolated loop of intestine, and the opening in 
the bladder and the opening into the loop of the gut 
are anastomosed to each other in two layers. Catgut 
is used for the mucosal anastomosis and silk for the 
superficial layers. 

The article reports the results of this operation in 
12 patients. Two of the patients died, the first and 
the eleventh. After operation, the patients had in- 
testinal distention and nausea for several days. In 
spite of draining of the vesical loge and the use of the 
antibiotics, some of the patients had purulent drain- 
age through the incision. Three patients developed a 
urinary fistula that responded to catheter drainage. 
One patient developed phlebitis and another an in- 
testinal fistula. In 1 patient the sutures eroded 
through the skin incision, and in another a calculus 
formed on the sutures that were eventually elimi- 
nated through the urethra. 

The first operation was done in October, 1950 and 
the rest of the operations were done more recently, so 
that the true value of this operative procedure can- 
not be established because of the short postoperative 
period. However, the authors believe that the results 
of this method of preventing hydronephrotic destruc- 
tion of the remaining kidney following nephrectomy 
for tuberculosis are encouraging and of sufficient 
merit to warrant its continued use. 

In 9 patients the results were satisfactory, for in 
each one of these patients a good functional result 
was obtained. The enlargement of the vesical ca- 
pacity decreased the frequency of urination. In 
these patients the incontinence of urine disappeared 
and some of the patients voided at 3 hour intervals. 

The results of this operation on the upper urinary 
tract were excellent. The ureterectasis and pyelec- 
tasis decreased, and many of the pyelograms showed 
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a marked improvement in the hydronephrosis and a 
decrease in the size of the ureters. If the results of 
this operation are not satisfactory, diversion of the 
urinary stream from the small contracted bladder by 
nephrostomy, ureterostomy, or even ureterointestin- 
al anastomosis can still be done. 

ConrapD A. KuEun, M.D. 


Benign Tumors of the Bladder (Tumeurs Bénignes 
de la vessie). G. Nora and J. E. MArceL. Sem. 
hép., Paris, 1952, 28: 2613. 

Benign tumors of the bladder develop from the 
muscularis, connective tissue, glandular structures, 
or the allantois. The classification of these tumors 
is quite difficult and varies from one author to 
another. Marcel’s classification of benign vesical 
tumors is as follows: 

The first group includes tumors that develop upon 
the normal vesical tissues. These tumors arise from 
the muscularis, the submucosa and, rarely, from the 
epithelium. The fibromyomas are the chief members 
of this group and they are present in the majority 
of cases; however, there are occasionally the “pure” 
myomas and, more often, the leiomyomas, and only 
rarely the fibromas. Other rare tumors of the blad- 
der are the fibromyxomas, composed of the connec- 
tive tissues of the mucosa, or the angiofibromas 
which are made up of hyperplasia of the fibrous 
tissue with dilatation of the blood vessels. 

The subgroup of these tumors includes those of 
glandular structures arising from the vesical neck. 
They are the adenomas and the cysts. 

In the second classification the authors have 
placed the heterotrophic tumors or the dysembryo- 
mas. These tumors are made up of embryonic tissue 
consisting of the rhabdomyomas and also certain 
adenomas that arise from the glandular tissue of the 
prostate. 

These benign vesical tumors are rare. The author 
was able to collect 100 such cases from the literature. 
In 69 cases the tumors originated from the intersti- 
tial or muscular tissue, in 24 cases they were glandu- 
lar in origin, in 6 cases they were of vascular origin, 
and in 1 case a primary neurofibroma and a second- 
ary osteoma. Among the 69 muscular tumors were 
22 myomas, 13 leiomyomas, 12 fibromas and fibro- 
myomas, 8 rhabdomyomas, and 3 fibromyxomas. 
The tumors (24) originating in glandular tissue were 
either adenomas or cystadenomas. Thus, 56 per 
cent of the benign tumors of the bladder were of 
fibromuscular origin. In 30 observations, one-fifth 
of the patients were children less than 15 years of 
age, one-fifth were patients 30 to 40 years, and the 
rest were about equally divided as to age. The 
benign tumors are apparently found more frequently 
in females; in one series of cases there were 18 tumors 
in females to 7 in males. The size was found to vary 
from that of a bean to that of a pigeon’s egg, accord- 
ing to Higgins. In certain cases in which the tumor 
extended outside the bladder cavity, it could be 
palpated in the hypogastrium. Some of these tumors 
had become very large; one discovered at autopsy 
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was the size of the human head and another, a 
myoma, was 9g kilos in weight. 

When this tumor occurs in infants, the increase in 
the size of its growth causes serious compression of 
the ureters with subsequent progressive dilatation, 
infection, renal insufficiency, and uremia. The site 
of benign bladder tumors is variable, at times 
starting in the region of the ureteral orifices and at 
other times in the trigonal region; really, no part of 
the bladder is exempt from this type of tumor 
formation. 

After a review of the different theories of the 
development of these tumors, the authors finally 
concluded that the embryological theory, the in- 
flammatory theory, and the vascular theory, all are 
probably correct, but may apply to the tumor origin 
in some patients and not in others, for the patho- 
genesis of benign bladder tumors varies with the 
nature of the individual tumor. The clinical mani- 
festations of benign bladder tumors depend upon 
whether the tumor is intravesical or extravesical. 
If the tumors are intravesical or submucosal, hema- 
turia is the symptom most frequently encountered. 
Whether the hematuria is terminal or total, it is 
always intermittent without known cause, and vari- 
able in amount. Cystitis is less frequently seen in 
these cases. Polyuria is also encountered. At times 
the patient may have urinary incontinence. Dysuria 
is less frequently seen, and may be accompanied 
with retention of urine associated with blood clots. 
Bimanual palpation of the suprapubic region com- 
bined either with vaginal or rectal counter-pressure 
may reveal an enlarged bladder or, in the trigonal 
region, a tumor may be encountered. Palpation of 
the lumbar region may also disclose an enlarged or 
painful kidney. Interstitial or extravesical tumors 
are less frequently encountered; the finding of a 
hypogastric mass on palpation is usually the only 
physical finding. These masses are not often accom- 
panied by vesical symptoms. In a female, a differen- 
tial diagnosis must be made between interstitial 
extravesical benign tumors and disease of the uterus 
and adnexa. Benign tumors of the bladder do occur 
in infants, and when they are found in children they 
warrant special consideration. Of 64 bladder tumors 
collected by Deming, 16 were myxomas, 5 were 
fibromas, 8 were rhabdomyomas, and 1 was a 
myoma. 

In discussing the diagnosis of benign vesical tu- 
mors, the authors stress the fact that a diagnosis 
cannot usually be established clinically, and one is 
surprised when the microscopic study of the removed 
tissue shows it to be benign. This unexpected finding 
of a benign tumor means a certain measure of securi- 
ty for the patient. The extravesical tumors do not 
often present findings that lend themselves to diag- 
nosis by cystoscopic examination. Usually these 
tumors are found either by physical examination or 
because they produce changes in the outline of the 
cystogram. It is the extravesical benign bladder 
tumors which can be diagnosed with the aid of 
rectal and vaginal palpation. In females one must 
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consider tumors of the uterus and adnexa in the 
differential diagnosis, for these benign tumors are 
often encountered during a pelvic operation in the 
female. The treatment of these tumors is usually 
primarily surgical rather than by x-ray or radium 
therapy. The surgical approach depends upon 
whether the lesion is intravesicular or extravesicular. 
For the intracavitary tumors, the suprapubic ap- 
proach is indicated. The removal of the tumor after 
the bladder is suprapubically opened depends, of 
course, upon the size, location, and the nature of 
the tumor; usually it can be removed in toto, care 
being taken not to injure the ureteral orifices. After 
the tumor has been removed, the bladder is closed 
around a de Pezzer catheter. A ureteral catheter 
can be inserted at the time the de Pezzer catheter is 
removed, on or about the sixth day. The extra- 
cavitary tumors are approached by the abdominal 
route, for these tumors are encountered during 
abdominal exploration. These tumors are most 
often observed as a lower intra-abdominal mass that 
is surrounded by adhesions. When the mass is freed 
from the adhesions and delivered from the surround- 
ing structure, the pedicle is isolated and the origin 
of the tumor from the bladder becomes apparent. 

The final removal of the tumor mass is associated 
with a segmental bladder resection or partial cystec- 
tomy in order to remove the tumor at its base; after 
its removal, the bladder is closed and then the 
peritoneum. A retention catheter is used for several 
days, to put the bladder at rest. 

In conclusion the authors state that benign blad- 
der tumors comprise 3.5 per cent of vesical neo- 
plasms. They are usually fibromyomas and in some 
cases they may be myomas or angiomas. More 
rarely, these benign tumors may be dysembryomas, 
rhabdomyomas or adenomas. They are encountered 
in all age groups. The symptomatology varies with 
the site of the tumor; those that are intravesicular 
are associated with the signs and symptoms of a 
typical malignant bladder tumor, while those that 
are extravesicular have symptoms that are asso- 
ciated with pelvic tumors. Clinically, the diagnosis 
is quite difficult, for the exact nature of the patho- 
logical process must depend upon microscopic study 
of the tissue removed at operation. The prognosis 
by definition is favorable for the patient. 

ConrapD A. KuEHN, M.D 


The Treatment of Fibroepithelial Bladder Tumors. 
J. P. Str6émBecx. Acta chir. scand., 1952, 104: 100. 


The author notes the generally poor methods of 
effectively treating malignant bladder tumors. He 
summarizes the experimental production of chemical 
neoplasms in the bladder and evaluates the antici- 
pated results of treatment in the infiltrating and non- 
infiltrating tumors. Cystoscopy and biopsy are 
most important in the diagnosis. The results ob- 
tained in 187 patients operated on in the surgical 
clinic at Lund are tabulated. 

The author treated 106 patients by suprapubic 
resection and fulguration, plus temporary implanta- 
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tion of radium needles, with a postoperative mor- 
tality of 3.5 per cent; death was primarily in elderly 
debilitated subjects. Radiation ulceration was of 
frequent occurrence postoperatively, and usually 
lasted for several months. Thirty-six patients had 
partial resection and radium implantation, with a 
postoperative mortality of 5.5 per cent. Cystectomy 
was done in 45 cases with a mortality of 11 per cent. 
Transurethral fulguration alone was used primarily 
in 3 cases, and secondarily in recurrences. 

Fifty per cent of patients in whom benign papil- 
lomas were treated by suprapubic resection had no 
recurrence in § years; 1o per cent died of malignant 
recurrence. Twenty-five per cent were alive after 5 
years with recurrences being treated by various 
methods. The same technique used in patients with 
malignant papillomas showed one-third of the patients 
to be free of recurrence in 5 years, but 50 per cent 
were dead of recurrence. Several combined methods 
were necessary in those alive with recurrence. In the 
cases of infiltration this procedure had a 15 per cent 
5 year cure, and 80 per cent were dead of recurrence. 

The author has divided the cystectomies into 
primary and secondary types. In 18 primary cystec- 
tomies, 20 per cent of patients had 3 year cures; only 
a short period of observation was possible. Among 
22 secondary cystectomies, 45 per cent of patients 
had 3 year cures. In the benign type of tumor, the 
patient’s chances of later having the benefit of a 
secondary cystectomy are not impaired. It is noted, 
however, that secondary infection of the upper 
urinary tract occurred in 25 per cent of patients 
having cystectomies despite all techniques of 
implantation that were used. 

Cure with roentgen therapy cannot be obtained; 
however, this method might be used in old and de- 
bilitated patients with bleeding tumors. 

NATHAN ROsENBLOOM, M.D. 


GENITAL ORGANS 


Therapeutic Considerations in the Treatment of 
Prostatic Hypertrophy (Considerazionisull’attuale 
terapia della ipertrofia prostatica). BERNARDINO 
Rocco. Gior. ital. chir., 1952, 8: 657. 


The author reviews the subject of prostatic hy- 
pertrophy and then discusses its treatment. Fifteen 
of his patients were treated with hormone therapv. 
The results were not considered definitive, and only 
transitory functional improvement was noted. Hor- 
mone therapy should be used only when there is no 
vesical decompensation, but when surgery is indi- 
cated the medical management should not be pro- 
longed. It can be used as a postoperative measure 
for the functional benefits. 

In all, 50 patients were treated surgically. A 2- 
stage suprapubic operation was resorted to in 21, 
and a 1-stage operation was done in 14. The Freyer 
suprapubic technique with ligation of the vas defer- 
ens was used. In 15 patients the retropubic method 
of Millin was used. The latter method is considered 
a great advancement in urological surgery and en- 
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joys much popularity. Some authors believe that 
this procedure is contraindicated in obese patients 
and in those with a high pubic arch. When these 
contraindications are present the 1-stage suprapubic 
method of Freyer can be used with equally good re- 
sults. Lucian J. Fronpvuti, M.D. 


Puncture Biopsy of the Prostate by the Perineal 
Route (Ponction-biopsie de la prostate par voie 
périnéale). F. Bitcer, M. Kier, J. C. Raica, and 
C. Bottack. J. urol. méd., Par., 1952, 58: 369. 


Ten old prostatic cases are reported wherein 
puncture biopsy, as practiced by the authors, con- 
firmed the clinical diagnosis of prostatic cancer in 
all but 3 instances. In these 3 instances mentioned 
the biopsy findings were uncertain. In all of the 
instances the clinical diagnosis of neoplasm was evi- 
dent. In certain other cases, synthetic estrogens did 
not relieve the retention; an endoscopic resection 
was done and the specimens thus procured con- 
firmed the diagnosis of neoplasm. 

The technique employed is essentially that de- 
scribed as “diagnostic perineal puncture of the 
prostate” in Surg. Gyn. Obst., Int. Abst. Surg., 1952, 
94: 566. A bougie is inserted into the urethra to 
exclude injury to this structure. The cellular picture 
of the healthy prostate consists frequently of heaps 
of 3 to 7 cells, cubical in form and cylindrical, with 
very little cytoplasm and sharply delineated bor- 
ders. The puncture naturally brings with it a little 
blood with its constituent elements. The leucocytes 
are at times present in appreciable numbers and are 
of various types. It is necessary to examine these 
carefully, as at times they may permit interesting 
conclusions (tuberculosis). 

The stain used is hematoxylin-eosin. The mate- 
rials included are bits of tissue, centrifuged smears, 
and any other material suitable for staining. The 
contrast phase microscope is a marked help in iden- 
tifying the cytologic details under observation. 

At present at the authors’ clinic the method of 
puncture biopsy of the prostate is employed on the 
slightest suspicion of the presence of a neoplastic 
process. The method is regarded as a valuable ele- 
ment in establishing the clinical diagnosis. 

Joun W. BRENNAN, M.D. 


Malpighian Metaplasia in Prostatic Neoplasms (Les 
métaplasies malpighiennes dans les néoplasies pros- 
tatiques). C. Gouycou. J. urol. méd., Par., 1952, 
58: 350. 

It has been frequently observed in sections of 
prostate obtained either by prostatectomy or by 
endourethral resection that there is a transforma- 
tion of the epithelium that lines the glands, an 
adaptation created by glandular proliferation. This 
proliferation of cells is a more or less pronounced 
flattening of the epithelium that forms the acinous 
cavities. These cells become polygonal from coun- 
terpressure, and this process has been referred to in 
this article as ‘‘malpighian metaplasia.” The term, 
malpighian metaplasia, then refers to the stratifica- 
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tion of the cylindrical epithelium of the acini. The 
intraprostatic urethra contains a certain number of 
invaginations covered with excretory urinary ‘“mal- 
pighian” epithelium. These glands are of two types; 
some are simple utricles ending in the “‘cul de sac,” 
and the others are miniature glands that are cov- 
ered with epithelium. It is difficult to interpret the 
malpighian epithelial stratifications even in a series 
of sections. An anatomical study of these tissues 
brings out two essential facts, that the cytological 
classification is based upon the degree of differentia- 
tion and the maturation of the cells. The nosological 
plan of the epithelial stratification is not an isolated 
phenomenon, but is usually closely associated with 
the local pathological finding. 

The cytology of the cells observed was more or 
less closely individualized into certain groupings, 
being of a somewhat homogeneous appearance in 
each group. 

1. Clear, undifferentiated, basophilic epithelial 
cells arranged in regular layers without evidence of 
maturation. 

2. Excretory urinary basophilic cells tending to 
be stratified. The cells are piled up in layers and 
have somewhat the appearance of beginning tumors 
of the urinary tract. 

3. Large numbers of clear cells with central nuclei 
and distinct membranes. These cells result from 
maturation of undifferentiated cells. Their morphol- 
ogy is comparable to that of the leucoplakia of the 
pelvis. A study shows a high proportion of lipoid 
content which suggests a fatty keratinization. 

4. Single, cylindrical glands surrounded by a 
proliferation of undifferentiated epithelium repre- 
senting a transitory state of metaplasia, the con- 
dition the authors refer to as malpighian metaplasia. 

This process of epithelial stratification appears 
independently of other pathological processes involv- 
ing the prostate. 

1. The metaplasia of the glands is found sur- 
rounded by inflammatory reactions in the prostate. 
At times when the inflammatory process is sup- 
purative, the metaplasia involves the lining of the 
glands. The epithelial cells do not have a tendency 
to differentiate; only the superficial ones that are 
clearly cylindrical have this tendency, the picture 
being quite like that seen in metaplasia that is purely 
inflammatory in reaction. 

2. When the inflammatory reaction is very in- 
tense, the areas of metaplasia are invaded by poly- 
morphonuclear cells. The localization of the eosino- 
phils may be attributed to the irritant action of a 
retention catheter or the substance excreted by a 
prostatic neoplasm. 

3. Malpighian metaplasia can be seen associated 
with ischemic necrosis. 

4. Stratified, malpighian epithelial metaplasia can 
be observed in relationship to prostatic cancer. 

The embryological development of the prostatic 
urethra clearly shows the identical development 
between the intraprostatic urethra and the peri- 
urethral glands. According to the theory of Motz, 
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the late budding of these glands is associated with 
the same mechanism that causes the adenomas, and 
the formation of epithelial metaplasia from these 
simple adenomas is then a secondary expansion of 
the periurethral covering of the epithelial cells. 
Lacassagne in 1933 experimentally produced mal- 
pighian metaplasia by the action of folliculin. Four- 
teen of 16 mice developed prostatic enlargement 
with urinary retention and death after 3 months’ 
administration of folliculin. Not only does experi- 
mental work suggest the relationship between the 
hormones and epithelial metaplasia but also the 
relationship between the administration of estrogen 
in the treatment of prostatic hypertrophy and the 
appearance of malpighian metaplasia. This then 
would suggest that epithelial metaplasia in some 
cases may be due to the action of the estrogens. 
Squamous metaplasia in the neoplasms of the prostate 
gland is of a great variety and is more frequently 
encountered than is thought. The degree of differ- 
entiation of these cells depends upon the biological 
conditions that surround these cells. Malpighian 
metaplasia occurs in association with varied patholog- 
ical processes, such as adenomas, inflammatory 
conditions, infarcts, and tumors. The lack of spec- 
ificity suggests an elemental reaction, associated 
without doubt with embryological derivations that 
have also been influenced to some extent, for exam- 
ple, by the estrogens. Conrap A. KuEun, M.D. 


Torsion of the Spermatic Cord. Joun S. WHEELER 
and FREDERICK B. CLARK. N. England J. M., 
1952, 247: 973- 

Loss of the testis in 75 per cent of the cases of tor- 
sion of the spermatic cord is usually due to delayed 
diagnosis and surgical correction. If, during embry- 
ological development, the testis becomes completely 
enveloped within the tunica vaginalis, the testis and 
epididymis remain suspended free in the vaginal sac 
and torsion is made possible. Normally the testis 
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and epididymis are fixed within the vaginal sac by 
strong attachments between the testis and epididy- 
mis and the medial wall of the scrotum. Additional 
fixation of the testis and epididymis is accorded by 
the absence of the tunica vaginalis from the lower 
end of the spermatic cord. 

The sudden onset of severe, persistent, testicular 
pain which is not relieved by elevation of the scro- 
tum is usually diagnostic of this condition. Asso- 
ciated nausea and vomiting are accompanied by 
marked prostration and slight elevation of temper- 
ature. The involved testis is found high in the scro- 
tum, exquisitely tender, and the epididymis may be 
in an abnormal position. The patient usually gives 
a history of similar recurring episodes which subsided 
without treatment. If seen and recognized in the 
acute phase, the testis can be saved. Otherwise the 
torsion results in infarct necrosis and subsequent 
epididymo-orchectomy or testicular atrophy. 

Once the diagnosis has been established, or when 
the question of differential diagnosis revolves around 
torsion of the spermatic cord, torsion of the hydatid 
of Morgagni, acute epididymitis, tumor, strangu- 
lated hernia, orchitis, spermatocele or hydrocele, 
surgical intervention is warranted. If, at surgery, 
torsion of the spermatic cord is found, the torsion is 
reduced; the parietal tunica vaginalis is excised, and 
the testis is fixed to the medial scrotal wall with two 
or three widely placed sutures. The high incidence 
of bilaterality of the condition prompts the surgeon 
to carry out the same procedure on the contralateral 
side. If conditions obviate surgery, manual reduc- 
tion of the torsion may be accomplished but surgery 
should not be postponed indefinitely. Of the 9 cases 
reported by the authors, only 2 were seen sufficiently 
early to save the testis. Whether the testis was 
saved or not, contralateral orchidopexy was per- 
formed in most of the cases. No impairment in tes- 
ticular function has been observed following this 
plan of treatment. PETER L. Scarpino, M.D. 
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The Course of So-called Acute Hematogenous 
Osteomyelitis in Infants When Treated with 
Penicillin (Ueber den Verlauf der sog. akuten, 
haematogenen Osteomyelitis im Saeuglingsalter un- 
ter Penicillin). R. GARScHE. Fortsch. Roentgenstrahl., 
1952, 77: 395- 

The author states that the symptoms of infant 
osteomyelitis vary a great deal in each case. The 
course of osteomyelitis in infants is established not 
only by the amount of the organism that is found to 
deposit within the bone tissues, but also by the im- 
mune bodies in the patient. The disease may stop 
at any stage and rapidly heal. This was found to be 
true in the prepenicillin era as well as in the penicillin 
era. Asarule, the organisms settle in the metaphysis 
and then enter the joint or the subperiosteal space 
(extra-articularly). The subperiosteal abscess either 
empties into the soft tissues or it spreads into the 
diaphysis along the haversian canals. 

The diagnosis of osteomyelitis in its first stage is 
very difficult. Local inflammatory signs usually 
develop days after the beginning of the infection. 
The roentgenogram is also negative in this stage. 
At the end of 8 to 14 days the decalcification as 
caused by the infection has progressed so that it can 
be discovered on x-ray examination. As a rule the 
infection of the joint clears up without leaving any 
after effects, but occasionally there is destruction of 
the joint. 

Since the introduction of penicillin therapy the 
mortality has decreased considerably. The mor- 
bidity, however, appears to be somewhat increased 
in a great number of cases. Residuals of the disease 
can be traced roentgenologically even after many 
years. If an early diagnosis of the disease can be 
made the response to penicillin is very satisfactory 
and the results are usually excellent. 

GeorcE I. Reiss, M.D. 


Osteochondritis Dissecans in Children. WILt1Am T. 
GREEN and Henry H. Banks. J. Bone Surg., 1953, 
35-A: 26. 


It is the purpose of this article to record experi- 
ences with a series of 27 cases of osteochondritis 
dissecans, all of which occurred in children under 15 
years of age; in 19 of these, treatment was by non- 
operative means. All of the patients were seen at 
the Children’s Hospital, Boston, in the last 12 years. 

It was observed that osteochondritis dissecans is 
not uncommon in children and that, when the lesion 
is protected, the process can heal quite promptly. 
This may occur even in patients in whom there is 
apparent sequestral formation within the confines of 
the cavity of the osteochondritic lesion. The histo- 
logic evidence in the patients who came to operation 
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in this series, and in older patients, would confirm 
the idea that the basic process in osteochondritis 
dissecans is an aseptic necrosis involving the sub- 
chondral bone and that all other changes are second- 
ary. The cartilage in the beginning remains healthy, 
since it obtains its nutritional requirements from the 
synovial fluid. As dead bone is absorbed, the carti- 
lage loses its mechanical support, is subjected to 
trauma, and, as a result, shows varying degrees of 
softening and degenerative change. The cartilage 
may crack along the margin of the defect and may 
be extruded into the joint along with the subjacent 
involved bone. If the joint is protected so that the 
cartilage does not become broken, the dead bone 
may be invaded and absorbed, and the lesion may 
heal by “‘creeping substitution.” 

Protection seems to be the treatment of choice in 
children, provided there is no loose body in the joint 
and provided the clinical manifestations subside 
quite promptly. In considering the etiology, how- 
ever, attention should be given to the high frequency 
with which multiple lesions occur. Usually these are 
symmetrical, but occasionally one sees a patient 
with multiple lesions in various joints without evi- 
dence of symmetry in their distribution. Even more 
impressive is the high incidence of osteochondritis of 
the ordinary type, particularly of lesions of the tibia 
and of the spine. Over 20 per cent of the patients 
with osteochondritis dissecans showed osteochon- 
dritis of other types. These findings suggest that 
there is some underlying factor which makes the 
individual particularly susceptible to osteochondritis 
dissecans and to osteochondritis in general. 

Seven case reports are given in detail with illustra- 
tions of both the roentgenologic and microscopic 
findings. 

Of 18 patients who were treated by protection for 
over 1 year, 17 obtained excellent results. 

C. FreD GOERINGER, M.D. 


Exostosis Articulata of the Carpus; Kyphotic Car- 
pus or ‘“‘Carpe Bossu”’ (Esostosi articolata del car- 
po; carpo cifotico o “carpe bossu”). IRNERIO FornI. 
Chir. org. movim., 1952, 37: 393- 

Two cases of exostosis articulata of the carpus are 
here added to the 19 cases already reported in the 
medical literature. The author prefers the designa- 
tion ‘‘double exostosis articulata of the carpus” to 
the less precise term of ‘“‘carpe bossu,”’ as originally 
proposed by Fiolle in 1931. The second case here 
reported, that of a 21 year old housewife, does not 
offer much of interest, since it was merely a smaller 
counterpart of the condition present in the first. 
The condition was not disturbed, immobilization 
and roentgen therapy being employed as treatment. 

The first case is interesting in that it perhaps 
represents the first one subjected to histologic ex- 
amination. The 2 exostoses—one on the os capita- 














tum and the other on the base of the third meta- 
carpal—together with the intervening tissues were 
removed en masse. The patient was a 33 year old 
male who complained only of some pain on over- 
flexion and of easy tiring of the hand following pro- 
longed manual labor. Eight months after this oper- 
ation there was found to be a partial recurrence of 
the excrescences; however, the hand was no longer 
painful and its movements were freer. 

Histologic examination of the removed tissues 
disclosed the presence of the two osseous excres- 
cences, separated by a more or less dense, cartilage- 
containing tissue. In both of these excrescences 
were osseous lamellae variously oriented, among 
which islands of a cellular adipose tissue with blood 
vessels and tracts of fibrillar tissue were inter- 
spersed. These interspersed tissues were rich in histo- 
fibroblastic cells and presented marginal elements 
of an osteoblastic character. In the lamellae were 
recognized haversian canals, osteocytes, and variously 
disposed phenomena of osseous apposition. The whole 
structure was enclosed in a fibrillar or compact fibrous 
tissue with cartilaginous tissue in its more superficial 
layers. This cartilaginous tissue, however, was more 
of the nature of a fibrocartilage. Within these fibro- 
cartilaginous areas were signs of chondrocytic in- 
clusions, in capsules, at times in pairs and at times 
in multiple numbers. In the intervening fibrocarti- 
laginous tissue binding together the two bony ex- 
crescences, there could be recognized fundamentally 
three zones: two zones in contiguity with each exos- 
tosis (each zone presenting the characteristics of 
growing cartilage), and a central zone presenting 
more characteristically the structure of fibrocartilage 
with only a few small areas of calcareous precipita- 
tion. The bony surfaces contiguous to the two car- 
tilaginous zones mentioned presented a notable 
richness in osteoblasts with the aspect of active pro- 
liferation. Histologic transition between the osseous 
tissue of the exostoses and the cartilaginous lateral 
zones was observable in places. In these areas the 
blood vessels were numerous, dilated, and filled 
with red blood cells. 

A table is appended, giving the details of the 21 
cases so far reported—including the 2 instances re- 
ported here—which shows a predominance of the 
male sex (13 males to 8 females) and of the right 
hand (right hand, 9; both hands, 4; left hand, 2). 
The average age of the patients was 27 years, the 
minimum, 18 years and the maximum, 36 years. 
Some patients have stated that the tumefaction had 
been present since childhood. Most of these pa- 
tients have not been able to specify the cause of the 
development of the swellings (2 asserted the cause 
to be traumatic). The author ascribes the cause to 
microtraumas caused by hypertraction of the liga- 
ments in the region of dynamic activity at the center 
of the hand. Joun W. BRENNAN, M.D. 


The Morphology and Functional Pathology of the 
Lumbar Discs; Clinical Findings (Morphologie 
und funktionelle Pathologie der Lendenbandscheiben 
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unter Beruecksichtigung klinischer Beziehungen). 
H. KuHLENDAHL and H. RicutTer. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1952, 272: 519. 

The discs represent a dynamic part of the spinal 
column. Uebermuth found early aging changes, with 
shrinkage, in the discs from the third decade on, and 
Luschka (1856) described the fibrillation of the 
cartilaginous plates. 

The authors question the existence of a so-called 
normal disc. Because of the absence of vascular 
channels, the structures of the discs belong to the 
so-called “‘bradytrophic tissues” characterized by 
lack of regenerative power presenting only regres- 
sive changes. This explains the absence of repair 
similar to that in tendon tissue, the vascular walls, 
and in the cornea. The disc tissue has no reactive 
properties. Degenerative changes with fissures and 
fractures are regular findings in the aged. 

Sixty lumbar spines with discs up to 25 years old 
were examined and were found to present a glassy 
succulent appearance with a well demarcated nu- 
cleus against the annulus fibrosus. 

In the second group of spines between 26 and 45 
years old, fissures and fibrous changes were already 
present. These findings increased in the third 
group, between 46 and 60 years old. In spines more 
than 60 years old gross defects are found regularly, 
sometimes with complete disintegration. Already 
at the age of 11 fatty infiltration is found in the cells 
of the annulus fibrosus which increases in degree and 
extent with aging. In addition, a mucous degenera- 
tion takes place with the formation of necrotic cavi- 
ties. The disc shows a life curve which is charac- 
terized by a regressive and aging process, anabiotic 
up to 30 and catabiotic after that time. The eventu- 
ally forming prolapse is the pathological result of 
regression, chondrosis, tears, tissue changes, the 
clinical result of wear and tear, and unstable func- 
tional compensation, ending with decompensation 
(necrobiotic degeneration). When due to mechanical 
changes, protrusion is inevitable; the nerve root is 
affected which causes the neuritic pain. The internal 
derangement of the vertebral joints and spinal mus- 
cles leads to lumbovertebral decompensation (lum- 
bago), or in case of dorsal extradural nerve pressure, 
to radicular symptoms (ischialgia). 

Ernest H. BETrMAnn, M.D. 


Congenital Dislocation of the Hip (La luxation con- 
genital de la hanche). J. DELCHEF and A. WALCcH. 
Acta. Orthop. Belg., 1952, 18: 261. 


The authors discuss the use of modern surgical 
methods in the treatment of congenital dislocation 
of the hip and call attention to the fact that many 
older procedures that have given good results have 
been superseded by newer ones, often only because 
the technique of the former was not mastered. 

They agree with le Damay who showed that con- 
genital dislocation of the hip is due to a defect that 
may give place to a dislocation, but not at birth. 

It appears that in human beings the hip is not 
completely adapted to its function. This is true 
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not only because of the erect posture but also be- 
cause of the greater development of the pelvis in 
women, the marked orientation of the acetabulum to 
the outside and front while its rim is mostly de- 
veloped posteriorly and not superiorly where the 
head of the femur presses during the erect position. 
Females are more often affected than males, the 
incidence being 7 to 1. 

There seems to be a certain difference in the 
geographical distribution of congenital dislocation 
of the hip. In Europe, Italy stands out with a higher 
percentage of cases, especially Lombardy. 

The symptoms and pathology of the condition 
are not discussed in this article. 

A brief description is given of the different meth- 
ods of treatment, not only the conservative (as rec- 
ommended to Hoffa, Hessing, Dupuytren, and Pacci) 
but also the operative (described by Guerin, Margari, 
Hoffa, Koenig, and Lorenz). 

Hoffa believed that it was the retraction of the 
pelvictrochanteric muscles that would not allow 
reduction to take place and therefore severed these 
and other muscles to accomplish it. 

It was not until 1895 that Lorenz developed his 
method of reducing the dislocation without opera- 
tion. Since then his method was widely used except 
by Deutschlaender who continued to do open 
reductions. 

In 1936 the authors had the opportunity of see- 
ing a number of Deutschlaender’s patients. They 
walked normally and with no pain, but all had hip 
ankylosis. 

Statistics regarding final results have been quite 
contradictory. Kirmisson had 11.3 per cent of good 
results while Hoffa had 19.8 per cent, Calot 100 
per cent, and Lorenz had 57 per cent in unilateral 
cases and 53 per cent in bilateral ones. Gaugele 
reported go per cent of good functional results and 
82.1 per cent of anatomical correct results. Putti 
had 34.22 per cent of good anatomical results and 
40.34 per cent of good functional results. 

These different statistics were probably based on 
different facts and cases. 

Other operations complementary to nonoperative 
reduction and also of palliative value are men- 
tioned, such as the reconstruction of the upper 
acetabular rim, Schede’s derotation operation, Zah- 
radnicek’s operation, and Lorenz’s osteotomy. 

Due to the fact that not more than 25 per cent 
of the cases present a perfect final anatomical and 
functional correction many surgeons have turned 
again to operative reduction, especially in America 
where Galloway admits that congenital dislocation 
of the hip should always be corrected surgically. 
(Residual subdislocations and too small acetabula 
are often noted; they are due to fetal dysplasia and 
not to failure of the closed reduction itself.) 

In the meanwhile another procedure has been 
used: treatment is undertaken before walking is 
begun, and is called preventive treatment. It has 
been recommended by Putti, who has achieved 
95 per cent of excellent results with its use. 
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At the congress of the Societe Internationale de 
Chirurgie et de Traumatologie in 1939, four papers 
were presented on the subject by Schede, Scaglietti, 
Gill Bruce, and Leveuf. The first three were frankly 
in favor of preventive treatment and orthopedic 
reduction, at least to begin with, while Leveuf fa- 
vored surgery. 

Clinical and roentgenographic signs allowing early 
diagnosis are described by the authors. 

They believe treatment should be undertaken as 
early as possible although their experience is not 
great because of the rarity of cases in Belgium. Later, 
orthopedic reduction should take place on the basis 
of previous arthrograms. In case of failure, surgical 
reduction should be attempted. 

Orthopedic reduction may be completed occa- 
sionally by reconstruction of the upper acetabular 
rim, by derotation of the femur, or by both pro- 
cedures. 

Finally, in unreducible cases, which fortunately 
are becoming rare, a double osteotomy should be 
done in bilateral conditions, and Zahradnicek’s op- 
eration in unilateral ones. 

An arthroplastic operation may also be done. 

In case further treatment is refused the use of a 
corset apparatus with leg pieces will greatly reduce 
the pain and functional derangement. 

J. B. Vianna, M.D. 
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CORRECTION 


The following abstract is reappearing in the jour- 
nal, this time with its proper author and title. We 
offer our apologies to Dr. Pratt. 


Internal Splint for Closed and Open Treatment of 
Injuries of the Extensor Tendon at the Distal 
Joint of the Finger. Dona.p R. Pratt. J. Bone 
Surg., 1952, 34-A: 785. 

Drop-finger at the distal joint or mallet finger 
from injury is due to a tendon rupture at the inser- 
tion of the extensor tendon of the finger which is 
permitted to heal without adequate immobilization. 
Direct or indirect trauma may contribute to the 
deformity. Sudden overflexion of the distal phalanx, 
in the majority of cases, is provocative of the dis- 
abling drop-finger. 

The author describes adequately the anatomy of 
the distal phalanx, particularly that of the extensor 
apparatus, and the role played by the terminal 
tendinous fibers of the intrinsic muscle, namely, the 
lumbrical and interossei muscles which fuse with 
the extensors. He emphasizes the necessity of relax- 
ing the intrinsic muscles by flexion of the middle 
joint during the period of immobilization. Many 
of the time-honored corrective procedures are 
enumerated. 

His treatment consists of an internal splinting of 
the distal phalanx, traversing the joint with a 














medium calibered (.45 inch) stainless steel Kirschner 
wire to the proximal phalanx. The middle joint is 
held in 60 degrees of flexion (Fig. 1). To avoid skin 
irritation, the ends of the wires are cut below the skin 
surfaces; hence, the skin punctures are permitted to 
heal over. 

Twelve cases have been treated less than 1 week 
from the onset of trauma, in which immobilization 
alone was executed. In the other half of the series 
both operative and immobilization procedures were 
performed. Optimum functional restoration was 
achieved in all of the cases. The pins were routinely 
removed at the end of 5 weeks. 

SAMUEL L. GOVERNALE, M.D. 


The Importance of Direct Surgical Attack upon 
Lesions of the Vertebral Bodies, Particularly in 
Pott’s Disease. RoBEerT W. JOHNSON, JR., JOHN 
W. HILiman, and W. Wayne O. Soutnuwick. J. 
Bone Surg., 1953, 35-A: 17. 


From a study of 407 patients admitted to the 
Johns Hopkins Hospital, Baltimore, either with the 
diagnosis of tuberculosis of the spine or with some 
other diagnosis which was changed to tuberculosis of 
the spine during the years 1926 to 1951, it has been 
observed that: 

Proved diagnosis was obtained by nonoperative 
means in an average of 30 per cent of the entire 
series (407 cases). Direct vertebral biopsy has been 
responsible for an increase to 52 per cent of proved 
diagnosis in the 87 cases which occurred during the 
past 5 years. 

The difficulty of making an exact diagnosis of 
lesions of the vertebral bodies by clinical and roent- 
genographic study alone is demonstrated by the 
68 cases in which there was an initial diagnostic 
error. Fifty-two of the 68 errors arose from failure 
to recognize tuberculous spondylitis; 16 of the 68 
errors occurred as a result of having made the diag- 
nosis of tuberculous spondylitis without laboratory 
or biopsy confirmation. 

In 24 consecutive cases, direct operation into 
tuberculous lesions of the spine, combined with local 
and parenteral administration of streptomycin, has 
proved a safe and satisfactory diagnostic procedure. 

Direct operative approach and evacuation of the 
paravertebral abscess with chemotherapy appears 
to be the treatment of choice in tuberculous para- 
plegia. 

Before streptomycin became available drainage 
persisted in 14 cases following the evacuation of 66 
tuberculous abscesses. In the streptomycin-treated 
group, 16 similar operations have resulted in three 
persistent sinuses. In 1 of 3 patients on whom a 
vertebral biopsy was done without streptomycin, a 
persistent sinus tract developed, while direct opera- 
tion into the tuberculous focus in 24 of the strepto- 
mycin-treated group has not produced a draining 
sinus. 

There were 8 patients in whom all preoperative 
evidence has pointed to tuberculous spondylitis, but 
at operation Hodgkin’s disease, giant-cell tumor, 
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Fig. 1 (Pratt). The internal splint immobilizing the 
finger in the desired position. 


multiple myeloma, osteomyelitis, fracture, or aortic 
aneurysm was found. 

In the conservative surgical treatment of tubercu- 
lous paraplegia there was improvement in 28 per 
cent of 43 patients with adequate follow-up, and the 
improvement was noted twice as frequently in the 
patients with early type paraplegia as in those with 
late paraplegia. 

In the group of 13 patients in whom laminectomies 
had been performed for paraplegia, only 1 patient 
with early type paraplegia was improved. In this 
single patient, the paraspinal abscess was inad- 
vertently entered during the operation, once more 
confirming the clinical observations which date from 
the times of Hippocrates, Pott, and Menard. 

Following direct operative decompression and 
streptomycin therapy, 4 patients with early type 
paraplegia showed improvement, while but 1 of 3 
patients with the late type of paraplegia were im- 
proved. 

In the discussion, Moore (Philip H.) agreed that 
laminectomy is a questionable procedure and that an 
anterior or anterolateral attack is to be favored un- 
less the primary lesion is in the lamina; he also 
stated that the anterolateral approach, as advocated 
by the authors, not only offers a better chance of 
relief of the paraplegia, but allows for more adequate 
removal of diseased tissue. Aside from the relief of 
paraplegia, there is marked improvement in the 
general condition of the patient following the re- 
moval of abscesses and tissues destroyed by 
tuberculosis of the bones and joints. 

Moore has under treatment about 45 patients who 
have active pulmonary lesions in addition to the 
tuberculosis of the bones and joints; when these 
patients are subjected to procedures similar to the 
ones reported by the authors there seems to be no 
evidence that the expected course of the pulmonary 
lesions has been adversely influenced. On the con- 
trary, any procedure favoring the arrest of skeletal 
lesions seems to aid the patient’s recovery from 
pulmonary tuberculosis. 
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In closing the discussion, Johnson made mention 
of a case of laminar tuberculosis with paraplegia. 
C. FRED GOERINGER, M.D. 


Results of Hallux Valgus Operations. (Behandlung- 
sergebnisse nach Hallus-valgus-Operationen). Orro 
Russe. Zschr. Orthop., 1952, 83: 105. 

The author reviewed 272 operations that were 
done on hallux valgus deformities between 1942 and 
1950. Of these cases 47.8 per cent required only re- 
moval of the exostosis, 12.5 per cent required partial 
resection of the proximal phalanx of the big toe; in 
3-7 per cent a subcapital osteotomy was done on the 
first metatarsal bone and in 36 per cent a Mayo type 
of arthroplasty was done on the big joint. Of the 
patients in whom only removal of the exostosis was 
done, 95 per cent were satisfied with the operation 
and most of them were completely relieved of pain. 

The author does not offer any definite data on the 
follow-up examinations in groups 2, 3, and 4. The 
opinion is expressed that the Mayo type of operation 
is a very satisfactory procedure and that on occasion 
the metatarsal heads of the second, third, and 
fourth toes cause a great deal of trouble to the pa- 
tient because of the removal of the first metatarsal 
bone. Arch supports and satisfactory shoes relieve 
the pain as a rule. GeorceE I. Reiss, M.D. 


FRACTURES AND DISLOCATIONS 


Results of Treatment of Compound Fractures (Be- 
handlungsresultate von offenen fracturen). H. 
LueEp1, H. WILLENEGGER, and O. HAsE. Helvet. chir. 
acta, 1952, 19: 269. 

Since the antibiotic era the old 6 hour limit for 
primary closure has been discarded and a general 
change to systematic chemotherapy with primary 
wound excision, suture, and internal fixation has 
taken place. This report covers 74 cases, half of 
which were tibial fractures. 

The primary operation for the wound and bone 
lesion was done after 1}4 to 9 hours in 60 cases, pri- 
mary wound closure and secondary bone repair was 
done after 7 to 28 days in 10 cases, and primary 
wound and bone surgery with secondary bone repair 
was done after 9 to 35 days in 4 cases. 

The following fixation procedures were employed: 
medullary nailing, cerclage, nailing and cerclage, 
hemicerclage, and fixation with percutaneous wire, 
plaster, or Kirschner wire. 

After lavage and penicillin infiltration of the frac- 
tured area, penicillin (3,000 to 4,000 units per c.c., 
5 to 10¢.c. every 4 to 6 hours) was given for 4 to 7 
days through one or two metal tubes incorporated 
into the cast and leading to the injured area. In 20 
to 25 per cent of the cases there was penicillin re- 
sistance. Of 70 cases with primary healing, 2 


showed temporary infection of the soft tissue. 
Pseudarthrosis cannot always be avoided. Sutures 
without tension are of primary importance. Five 
cases are reported to illustrate the practical applica- 
Ernest H. BetrMann, M.D. 


tion of the treatment. 
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An Unusual Case of Fracture of the Hamate bone, 
with Recovery (Ein ungewohnlicher Heilungsver- 
lauf eines Hakenbeinbruches). A. Titze. Fortsch. 
Roenigenstrahl., 1952, 77: 456. 


Fracture of the hamate bone occurs only rarely. 
Among 1,400 cases of fracture of the carpal bone, 
only 18 cases of fracture of the hamate bone were 
observed. The author studied the blood supply to 
the hamate bone to clear up misunderstandings in 
relation to the blood supply. There were two vessels 
running close to each other which entered into the 
bone at its dorsal aspect and somewhat distal to its 
midportion. Two smaller vessels entered the bone 
on its radial as well as on its ulnar aspect. These 
vessels entered the periosteum, then branched into 
smaller blood vessels, finally entering the bone. 

The case is presented of a 50 year old man who 
sustained a fracture of the hamate bone. Five weeks 
after the occurrence of the accident, the author ob- 
served that a considerable amount of atrophy of the 
carpal bones had taken place and there was con- 
siderable density of the proximal half of the hamate 
bone. A cast was re-applied for an additional 6 
weeks. Six months after the accident, roentgen 
films revealed satisfactory revascularization of the 
carpal bones and good function of the wrist. 

GeorcE I. Reiss, M.D. 


Fractures of the Diaphysis of the Radius Associated 
with Luxation of the Lower End of the Ulna 
(Fratture diafisarie del radio associate a lussazione 
dell’estremita inferiore dell’ulna). S. BRANCIFORTI. 
Chir. org. movim., 1952, 37: 400. 


Ten instances of fracture of the lower portion of 
the radius associated with luxation of the lower end 
of the ulna are reported. The author designated 
this lesion as a fracture of Monteggia in reverse. 
The lesion which Monteggia described in 1814, and 
which has since been known under the designation 
of “fracture of Monteggia,”’ consisted of a fracture 
of the upper portion of the ulna, associated with luxa- 
tion of the head of the radius. 

In 4 of the author’s patients the luxation of the 
lower end of the ulna was posterior, in 1 it was 
anterior, and in 5 it occurred interiorly and medially. 
The fracturing force may be either direct or indirect. 
In all of the author’s patients but 1, however, the 
force was indirect, the victim falling on the out- 
stretched hand; in the exception the patient, a 
cyclist, collided with an automobile and was thrown 
against the machine, the handle of the car_door 
striking the back of his forearm. 

With reference to treatment, a distinction is 
made between recent and old inveterate fracture- 
dislocations. In the 6 recent lesions the luxation 
was first corrected under anesthesia and traction, 
and then the fracture was reduced. The hand, fore- 
arm, and upper arm were then encased in a plaster 
cast in half pronation and left in the cast for a month 
to 40 days. All the results in this group were 
functionally good and frequently esthetically per- 
fect. In the case with an unsatisfactory result the 
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fracture was a week old when reduced. The cast had 
to be removed 3 days later because of a suppurative 
process and 7 years later there was still a functional 
limitation in pronosupination of about 50 per cent 
as the result of extensive cicatrization. 

Among the 4 inveterate cases, 2 patients were 
operated on with resection of the lower end of the 
ulna. In both the results were relatively good 
functionally—the patients regained almost normal 
use of their hand and wrist. Two patients refused 
operation (one had had a previous osteosynthesis) 
because their deformities were not too bad and the 
movements of the fingers, hands, and wrists were 
good, with the exception of some limitation of 
pronation. 

From the experiences recorded and those encoun- 
tered in these patients at the Rizzoli Institute in 
Bologna, Italy, comprising all the instances of this 
fracture and dislocation since the Institute opened 
50 years ago, the author concludes that the follow- 
ing postulations are justified: 

1. In recent fracture dislocations of this type 
nonoperative measures are sufficient; only excep- 
tionally, in irreducible conditions or in instances of 
reluxation, may a plastic operation by the method 
of Gernez, with anchorage of the ulna to the radius 
by means of a strip of fascia lata, be done; the 
author, however, would prefer a nylon suture. 

2. In the instances in which operative treatment 
is inescapable the author recommends resection of 
the ulnar epiphysis. In 1 of the patients subjected to 
resection it was found, 19 years later, that the 
epiphysis had largely reformed—possibly in associa- 
tion with osteosynthesis of the radius. 

Joun W. BRENNAN, M.D. 


Experiences with Intramedullary Fixation of Com- 
pound Femoral Fractures in War Wounds. 
CHALMERS R. CARR and DERRICK TURNIPSEED. J. 
Bone Surg., 1953, 35-A: 153. 


The authors discuss a group of compound frac- 
tures of the femur due to gunshot wounds, in which 
intramedullary fixation was utilized. The cases in- 
cluded open wounds, healed wounds, draining wounds 
in which infection was evident, and wounds accom- 
panied by major nerve damage. 

The plaster was removed as soon as possible from 
all patients with compound gunshot fractures; the 
involved extremity was then placed in balanced 
traction and a Kirschner wire was drawn through the 
tibial tubercle if this had not already been done. 
For infected wounds, use was made of a 10 per cent 
solution of urethane containing 1,000 units of peni- 
cillin per cubic centimeter. Open wounds were 
packed loosely with twelve inch strips of very fine 
mesh gauze; often a sterile catheter was placed in the 
depths of the wound to allow frequent irrigation. 
The gauze was saturated every 2 to 4 hours. The 
dressing was removed and replaced daily, or several 
times a day, to keep the wound entirely free of pus 
and secretion. Penicillin, aureomycin, or strepto- 
mycin was given as indicated. Blood was always 
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given as needed, to return the hemoglobin and red 
blood cell count to normal levels. An effort was 
made to bring the hematocrit up to 45 and to main- 
tain it at that level. 

It appears best to correct the shortening before 
intramedullary nailing is attempted. If the shorten- 
ing had not been overcome by the time the wound 
was cleaned, a secondary closure was done prior to 
the nailing, and the traction was increased. In those 
cases of compound fracture in which the femur was 
exposed, nailing was usually done through the open 
wound, while in those cases in which the soft-tissue 
wound was healed, the nailing was done through a 
posterolateral approach along the lateral intermus- 
cular septum. Cultures were taken from the depths 
of the wound at the time of surgery, and sequestra 
and foreign bodies were removed. During the sur- 
gery the wound was frequently irrigated with copious 
amounts of normal saline solution. The proximal 
and distal fragments were mobilized and the soft 
tissues were protected with a pack. The medullary 
contents of both the proximal and the distal ends of 
the femur were removed by means of a hand reamer, 
continuous saline irrigation being used during this 
procedure. All of the nails were of the clover-leaf or 
Kuntscher type, none being of the solid diamond- 
shaped or triflanged type. 

Postoperatively the patients were allowed to move 
their extremities as soon as comfort permitted and 
were allowed up, out of bed, and in a wheel chair 
within a few days. Those with stable fractures were 
allowed to be on crutches approximately 1 week after 
nailing, but without weight-bearing. 

Intramedullary stabilization by itself cannot over- 
come infection in bone; however, immobilization of 
the fracture permits the return of bodily vigor and 
mental health and prevents complete disuse and 
atrophy of the limb. As a result, this manner of 
treatment enhances the healing of bone in the pres- 
ence of infection. 

The authors are of the opinion that if these wounds 
have not healed prior to surgery, they should be left 
open and treated as open infected wounds. The 
presence of the metallic nail does not retard this 
healing but hastens it; the nail, therefore, should not 
be removed during the healing process unless it is 
clearly evident that it is poorly placed mechanically 
and is contributing to the persistence of the infec- 
tion. This has not occurred in any cases observed 
by the authors. 

Seven case reports, with accompanying illustra- 
tions, are outlined in detail. 

C. FrEp GOERINGER, M.D. 


Modified Intramedullary Nailing in Recent Gun- 
shot Fractures of the Femoral Shaft. Ernest 
A. Brav and VinnIE H. Jerress. J. Bone Surg., 
1953, 35-A: 141. 

The authors report their experience in the treat- 
ment of 8 patients with severely infected gunshot 
fractures of the femoral shaft by modified intra- 
medullary nailing. 
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The average time interval between injury and 
treatment was 7.3 weeks. All patients were treated 
as regards general nutrition, the use of antibiotics, 
wound culture and care, and general well being. 

All fractures were exposed through a posterolat- 
eral incision or by enlargement of the original wound 
if in this location. Meticulous débridement and 
thorough wound irrigation were done. The fracture 
ends were freshened and an intramedullary nail of 
proper size was inserted as in the usual femoral nail- 
ing operation. Roentgenographic check-up was used 
before the nail was driven completely into the lower 
fragment. No supplementary fixation was used. All 
wounds were left wide open. All patients were 
placed in a suspension apparatus without traction. 
Antibiotics were given as indicated. Wound healing 
progressed very weil. Thorough wound irrigation 
was Carried out postoperatively. Quadriceps motion 
was used routinely and early knee motion was en- 
couraged. Ambulation was begun in 6 to 8 weeks. 
In the majority of patients heel and sole lifts were 
necessary because of shortening. 

There was no increase in soft tissue infection. 
Sequestrectomies were necessary in several patients. 
Bone infection developed in one patient. 

The results were good. Bone union occurred in 
from 12 to 52 weeks, the average time being 26.6 
weeks; wound healing was satisfactory, with several 
long-standing sinuses which eventually healed; re- 
covery of knee function was good; nails were re- 
moved in 7 cases, the average time being 27.1 weeks. 
In 2 patients refracture occurred, apparently from 
too early removal of the nail. The average hospital 
stay was 13.4 months. An average shortening of 1.8 
inches occurred. 

The authors believe that this procedure is suitable 
for certain selected cases of gunshot fracture of the 
middle three-fifths of the femoral shaft and that 
good results may be secured. 

Donatp C. Geist, M.D. 


Epiphysiodiaphyseal Osteotomies with a Hollowing- 
Out Operation in the Correction of Nontrau- 
matic Deformities of the Knee—in Particular 
the Genu Flexum Deformity (Les ostétomies épi- 
physo-diaphysaires avec évidement dans la correction 
des attitudes vicieuses non traumatiques du genou- 
en particulier le genu-flexum). J. J. HERBERT, J. 
PaILLoT, and C. Exiopoutos. Sem. hép. Paris, 
1952, 69: 2683. 

Deformities of the knee cause considerable disa- 
bility on account of the functional importance of 
this joint. 

The author describes a new procedure, applicable 
particularly to genu flexum, but the same procedure 
can be applied to other deformities of the knee. 

The technique employed by the authors secures, 
by a very simple means, both the desired correction 
of the deformity and a rapid healing following the 
operation. 

Deformities of the knee are very common and 
can follow many affections. Without regard to their 


cause, the deformities are classified on an anatomical 
basis as genu flexum, genu varum, genu valgum, 
and genu recurvatum. These deformities can be 
combined as in genu flexum valgum. 

The deformities may result from affections of the 
joint itself, from the para-articular tissues, or from 
both the joint and the para-articular tissues at the 
same time. 

The origin of the deformity is important when one 
considers the problem of correction. The deformity 
may arise from an articular origin, such as genu 
flexum which results from polyarthritis. It may arise 
from a para-articular origin, such as genu flexum 
or genu varum following rickets. It may arise from 
both an articular and a para-articular origin at the 
same time. Such is the case in patients who suffer 
bony changes in the articular extremities which sub- 
sequently produce a retraction of the soft parts. The 
deformity is irreducible until the retraction of the 
soft parts is overcome. 

The classical procedures heretofore employed for 
the correction of the deformity of the knee have 
their disadvantages. 

When the deformity is of articular origin and the 
bony extremities have a normal morphology, the 
performance of a posterior capsulotomy of the knee 
joint will reduce the deformity and establish the 
normal relationship of the articular surfaces. In a 
certain number of the cases, especially in cases of 
polyarthritis, the postoperative results are not good 
as the amount of mobility of the joint remains 
restricted. 

When the deformity is of para-articular origin, 
the classical technique of a supracondylar osteotomy 
may re-establish the normal axis of the bone. The 
disadvantage of this procedure is that the bony sec- 
tion requires a long time to heal and the post- 
operative results often prove unsatisfactory. 

In order to overcome these disadvantages the 
authors have developed a technique which is appli- 
cable to all cases of deformity of the knee. It affords 
a correction of the deformity, leads to rapid healing, 
and has given excellent results. 

The operation consists of performing an oblique 
osteotomy in the para-articular region either of the 
tibia or the femur, the obliquity of the section de- 
pending on the deformity. The operation is com- 
pleted by impacting the epiphysiodiaphyseal sec- 
tion. The section, made largely in the extremely 
spongy tissue of the epiphysis, heals rapidly. A 
kind of diaphysioepiphyseal gearing is produced 
which corrects the deformity. The oblique section 
is more epiphyseal than diaphyseal. The direction 
and the site of the line of section are determined by 
the deformity. In the position of flexion, the pos- 
terior tendinous retraction is compensated for by 
the impaction of the fragments. 

The advantages of this technique lie in the fact 
that when the deformity arises from the articulation, 
as in polyarthritis, the articular play, itself, is un- 
touched. The articulation, which was in an ab- 
normal position, is placed in a normal axis. The 














play between the posterior surfaces of the condyles 
and the tibia becomes inferior. The knee cap, which 
slides on the anteroinferior aspect of the condyles, 
comes to play on the anterior aspect of the condyles. 

The technique is applicable to deformities of both 
articular and para-articular origin; only the direc- 
tion and the site of the line of section of the osteot- 
omy vary. 

In genu flexum the knee is bent and the amplitude 
of movement varies between 80 and 120 degrees. 
Articulation is at the expense of the posterior aspect 
of the condyles. The line of osteotomy should be 
directed on the femur obliquely from above and 
backward. It begins in front at the superior border 
of the trochlea and ends posteriorly just above the 
posterosuperior border of the condyles. A depres- 
sion is hollowed out in the anterior part of the 
epiphysis under the trochlea and the tip of the 
superior fragment is plunged into it at this level. 
An automatic straightening of the deformity is pro- 
duced. The diaphysis is impacted into the epiphysis 
where it penetrates and heals rapidly. 

Genu recurvatum occurs in certain forms of polio- 
myelitic paralyses in which, as a result of functional 
overload, the recurvatum becomes excessive. In 
these cases the corrective operations commonly per- 
formed on the tibia, which necessitate bone grafting 
to elevate the anterior part of the plateau, are com- 
plex and require 5 or 6 months for complete recov- 
ery. The oblique osteotomy performed by the 
authors permits a more rapid recovery. The osteot- 
omy is performed on the femur with the line of the 
osteotomy directed from below backward. . The 
osteotomy can be performed equally as well on the 
tibia, the line of the section being directed from 
above and backward. The posterior part of the 
tibial epiphysis is hollowed out. This last method 
is much better than the osteotomy on the femur, as 
osteotomy on the femur necessitates a comple- 
mentary peroneal osteotomy later. 

The rachitic genu valgum is very common and 
often originates in the tibia. The metaphyseal re- 
gion of the bone presents an incurvatum which 
produces the deformity. The correction in this case 
is by a diaphysioepiphyseal osteotomy of the tibia 
from above and within, the internal part of the 
epiphysis being hollowed out. A complementary 
peroneal osteotomy must be performed later. 

In genu varum, the line of the osteotomy is just 
the opposite of that used in genu valgum. 

For the last two deformities, genu valgum and 
genu varum, it becomes necessary to operate some- 
times on the tibia and sometimes on the femur ac- 
cording to the greatest amount of deformity pre- 
sented by one bone or the other. At times a com- 
bination of the valgum and flexum deformities 
exists. In these cases, it becomes necessary to plan 
carefully the obliquity of the osteotomy in order to 
correct the double deformity. 

All these osteotomies, on account of their line of 
obliquity, on the one hand, and the hollowing out 
of a depression in the spongy tissue, on the other, 
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facilitate the correction of the deformity. It suffices 
if the diaphyseal fragment is impacted into the 
epiphysis. The spongy tissue of the epiphysis 
favors this maneuver perfectly because the bones 
of these patients are often decalcified. 

Epiphysiodiaphyseal osteotomies were performed 
19 times on 14 patients. 

The operation was carried out on the femur 17 
times and twice on the tibia. 

The operation was performed 16 times for genu 
flexum, once for genu valgum alone, once for genu 
flexum with valgum, and once for genu valgum with 
recurvatum. 

These deformities occurred in the majority of 
cases as sequelae of chronic polyarthritis (13 cases) 
and less commonly as sequelae of poliomyelitis (3 
cases). In 1 case the deformity was of rachitic 
origin; in another, it was of congenital origin; and 
in a third it occurred as a sequela to tuberculous 
meningitis. 

The majority of the patients were over 20 years 
old (9 cases). Five were very young patients, one 
being less than ro years of age. 

Age is important in these cases on account of the 
rich cartilage of the knee. Oblique osteotomy is 
always performed above the cartilage, but when the 
diaphysis is forced into the epiphysis, the cartilage 
could be impaired. To avoid injury to the cartilage, 
the osteotomy in children should be performed at a 
relatively higher level than that chosen in adults. 

Healing occurs in about 2 months, sometimes less 
and sometimes more. In 1 of the cases reported, 
union did not take place until 4 months after the 
operation. BLACKWELL MarkuHaM, M.D. 


ORTHOPEDICS IN GENERAL 


Interpretation of the Sudeck Syndrome (Zur Phasen- 
Deutung des Sudeckschen Syndroms). C. BLUMEN- 
SAAT. Chirurg, 1952, 23: 449. 


Conventionally, Sudeck’s disease is divided into 
three phases by Oehlecker: (1) the acute phase, 
(2) Sudeck’s dystrophy, and (3) Sudeck’s atrophy. 

Histological studies of the bone tissue by Rieder 
up to the present time were responsible for calling 
the acute stage, or first phase, a physiological 
process. The second and third phases were consid- 
ered to be pathological phenomena. 

For practical purposes, the author accepts Oeh- 
lecker’s classification in three stages, but he does not 
agree with him as to the physiological nature of the 
first phase. He believes that the first stage represents 
a derailment (Entgleisung), or deviation from the 
normal processes of bone healing, reformation, and 
transformation of bone. To prove this theory, it is 
pointed out very clearly that x-ray analysis fails to 
demonstrate structural changes in early bone heal- 
ing (Frakturenumbau) whereas the changes in bone 
formation during the first phase of Sudeck’s disease 
are positive and demonstrable in roentgenograms. 
Although he agrees with the histopathological studies 
of Rieder, he does not consider the findings conclu- 
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sive, nor that they prove the physiological nature of 
the first phase of Sudeck’s disease, because there is 
further evidence that histopathological, as well as 
pathochemical and pathophysical, changes occur in 
the soft tissue during the early phase of Sudeck’s 
disease. 

Changes in the sympathetic vasomotor reflexes at 
the site of focus (Herd), as well as in the surrounding 
area (Hof), are typical for Sudeck’s disease in all the 
tissues. These disturbances decrease the blood flow 
(Ricker), or peristatic hyperemia, which is charac- 
terized by dilatation of the capillaries and narrowing 
of the arterioles. This is a pathological process re- 
sulting in a slowing-down of the circulation with 
stasis, edema, acidosis of the tissues, a change from 
eucolloidity of the tissue to dyscolloidity and re- 
sorption. Granulation tissue is established in excess, 
growing at the expense of the parenchyma. 

If the first phase were a physiological process of 
repair, we would find active hyperemia instead of 
peristasis. The clinical symptoms of the first phase— 
muscular dystrophy, diminution of muscle tone, 
stiffening of the joints, pain on weight bearing, 
hypertrichosis, hyperhidrosis, and edema—prove 
that this has to be classified as pathological. Con- 
tinuation of the peristasis, acidosis, and dyscolloidity 
results in the second phase. 

As to the etiology of Sudeck’s disease, two im- 
portant factors are cited: mismanagement of the 
fracture, and constitutional predisposition of the 
individual to dystrophy. Only a small number of 
equally severe fractures and with the same given 
external conditions show dystrophic changes in 
bone healing (203 of 3,040 fractures, 6.6%). Strong 
dystrophies and violent bone changes often appear 
after trivial injuries. Only 25 per cent of 4,000 
patients with tuberculosis of the bones and joints 
develop the Sudeck syndrome. All patients with this 
condition have an increased basal metabolic rate. 
All of the fractures without the Sudeck syndrome 
showed normal basal metabolic rates. 

Labile sympathetic nervous systems, emotional 
factors, and poor nutrition play a role, as the author 
found that the incidence of Sudeck’s disease was 
surprisingly high among German casualties during the 
last war at the Russian front and during the postwar 
years in Germany. Poliomyelitis, tabes, brain tu- 
mors, and syringomyelia can be brought into 
etiological relation with Sudeck’s disease (central 
type), and thereby prove its pathological nature. By 
the same token the peripheral type should be classi- 
fied the same way. 

The author arrives at the following conclusions: 

1. The Sudeck syndrome is a pathological reac- 
tion to traumatic, infectious, nerve or circulatory 
disturbances of peripheral or central origin. Inter- 
related actions between the mechanical and nervous 
impulses as well as peripheral and central processes 
must be accepted. 

2. Focal Sudeck reaction is a result of the central 
impulse upon a peripheral stimulus. It represents the 
answer of the central nervous system in a given 
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segment to a trauma or disease in the extremities. 
In cases of central origin (brain tumor), it is not 
possible to interpret segmental involvement, ex- 
tent, and localization, as the interpretation of the 
sympathetic cerebral centers as well as the peripheral 
autonomy of the vasomotor centers is not feasible 
at this time. 

3. In Sudeck’s disease, all the tissues are involved. 

4. The basis of this disease is neuropathological 
with disturbances of correlation of the vasomotor 
reflexes and peristatic hyperemia. Therefore, all 
clinical and all x-ray manifestations are qualified 
as pathological. 

5. Causative factors are not enough to produce 
Sudeck’s dystrophy. It takes sympathetic predis- 
position and individual readiness (Bereitschaft). 
There is no relation between the severity of the 
trauma and Sudeck’s disease as trivial trauma may 
be followed by severe dystrophy. 

6. The first phase is not a state of physiological 
repair but represents pathological changes. 

7. Sudeck’s disease may heal completely during 
stage 1; it may slide unchecked into stage 2. The 
process may become arrested at this phase, which is 
a rare exception, or it may progress into the third 
stage. 

8. Therefore, we must look upon these three 
phases as a classification with respect to the severity 
and duration of the illness, as the three phases do not 
differ from one another qualitatively but quanti- 
tatively (intensity), and do not deviate from any 
other lesion such as inflammation. The healing of 
Sudeck’s disease is subject to the same factors of 
regeneration as the healing of parenchyma. 

g. Exogenic factors, acidity, and dyscolloidity of 
the tissue result in chronic trophic disturbances. It 
may take many months, even many years, before 
healing occurs. Sometimes regeneration is never 
possible. 

10. If all phases of Sudeck’s disease are recognized 
as pathological, proper treatment given at an early 
date will produce better end results for the patient, 
the physician, and the insurance carrier. 

Otro Weiss, M.D. 


X-ray Changes in Acute Osteomyelitis after Peni- 
cillin Treatment (Les aspects radiologiques de 
Postéomyélite aigué traitée par la pénicilline). P. 
BETOULIERES, J. J. Picarp, and Y. BONNET. Presse 
méd., 1952, 60: 1588. 

Since the successful nonsurgical treatment of 
osteomyelitis with penicillin the x-ray findings have 
new interpretations. On the observation of 43 lesions 
at their onset, and after 2 weeks, 4 weeks, and every 
1 to 2 months the following changes seemed typical: 
(1) bone changes: rarefaction with diffuse demin- 
eralization, secondary destruction, bone condensa- 
tion, and sequestration; (2) periosteal pathology: 
linear periosteal changes, striation or lamellation, 
and irregular periostitis with periosteal elevation 
(subperiosteal abscess). Tomography is occasionally 
necessary for exact differentiation. The initial de- 











calcification starting in the second or third week is 
not influenced by penicillin. 

There were 9g patients without x-ray findings, but 
with positive bacteriology in 4. The majority 
showed irregular metaphyseal decalcification with 
minute periosteal changes; these were considered as 
having a good prognosis. An irregular decalcification 
and a fine linear periosteal reaction (15 cases) seemed 
to be most typical for the penicillin-treated osteo- 
myelitis. There was a resemblance to the post- 
traumatic osteoporosis caused more by perifocal 
hyperemia than by osseous necrosis. Four patients 
showed periosteal elevation or lamellated periosteal 
changes along the epiphyseal plate level toward the 
metaphysis. Such changes from a negative to a 
positive picture with irregular condensation resume 
a normal appearance within 6 to 12 months. In 
contrast, the more unfavorable forms showed 
marked bony structural changes with a tendency 
toward sequestration or marked periosteal reaction 
and subperiosteal abscess formation. A more favor- 
able outcome can be anticipated in the cases in 
which the periosteal and bony demarcation show signs 
of fusion. 

Another result of penicillin treatment is the fre- 
quent occurrence of pathologic fractures (5 in 43 
cases), which occurred gradually about the end of 
the third week and were indicative of a more trophic 
than infectious cause. All of the fractures healed 
except that of a femoral neck with pseudarthrosis 
due to aseptic necrosis. In all cases carefully guard- 
ed rehabilitation and walking only with a brace is 
recommended. In 2 cases with Staphylococcus albus 
the destructive changes prevailed. Quite contrary to 
clinical experience, cases with a low grade tempera- 
ture tended toward a poorer outcome. In 17 cases 
abscess formation occurred. Of 19 cases involving 
the femur, 11 showed changes at the level of the 
middle and lower thirds near the posterior region at 
the segment of the nutrient artery. In 8 cases in- 
volving the upper extremity there was less periosteal 
reaction than decalcification in the diaphysis. The 
tibial cases showed a favorable course when the 
lesion was in the lower third, and occasionally a 
favorable course when it was in the upper third. In 
1 case with involvement of the whole radial dia- 
physis the result was poor. Treatment of the condi- 
tion is as follows: 

Plaster immobilization with serum _penicillin- 
instillation (Etienne) followed by penicillin injec- 
tions after subsidence of the general reactions and 
improvement in the local reactions, depending upon 
the sedimentation rate and the clinical as well as 
the x-ray changes. On the average the total dose 
of penicillin varied from 40,000 to 350,000 units, 
with aureomycin added occasionally. 

The authors are under the impression that patients 
treated early with massive dosages presented more 
fractures than those in whom treatment was started 
in the second week. The number of cases (43) is 
too small to permit definite conclusions. 

Ernest H. BetrMann, M.D. 
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Tuberculous Tenosynovitis. W. H. Bicket, R. F. 
Kimproucu, and D. C. Dauttn. J. Am. M. Ass., 
1953, 151: 31. 

From a study of 63 cases, the authors present a 
review of the clinical findings and the results of 
treatment in tuberculous tenosynovitis. The disease 
is usually insidious in onset with symptoms gradually 
appearing along with an increase in size of the local 
mass. The wrist is shown to be the site most fre- 
quently involved, with the foot and ankle next in 
order of frequency. 

General symptoms of tuberculosis may frequently 
be lacking unless there is active disease elsewhere in 
the body. Laboratory tests are usually not of great 
importance. The sedimentation rate is usually ele- 
vated. Roentgen films may show some involvement 
of bone in the adjacent area, but the diagnosis will 
usually depend upon histological examination to- 
gether with culture or guinea-pig inoculation. 

Treatment in most cases consisted of extensive 
and complete synovectomy and excision of surround- 
ing tuberculous tissue. There were 7 definite failures; 
in these cases further surgical procedures were neces- 
sary. The use of streptomycin together with surgery 
seemed to be of definite benefit. In general, con- 
servative treatment was not successful in relieving 
the condition and later surgical treatment was usually 
necessary. Epcar L. Ratston, M.D. 


Cleidocranial Dysostosis (La disostosi cleido-cranica). 
R. GAMBIER. Chir. org. movim., 1952, 37: 364. 


Twenty-nine members of a dysostotic family, 
comprising 6 generations, have been followed up at 
the Orthopedic Clinic of the University of Padova, 
Italy. Some of these subjects have been under ob- 
servation for as long as 15 years. Four have died 
and in these cases only the statements of the rest of 
the family were available. Of the remaining 25, 16 
were given a thorough clinical and roentgenological 
examination while in 9 only a clinical examination 
was possible. Six of the 25 individuals were classi- 
fied as typical dysostotics, 4 were considered to har- 
bor the spurious form of this malady, and 15 were 
regarded as normal. There was no evident sex prefer- 
ence, as females were affected as well as males. In 
all instances the base lesion consisted of a fault in 
ossification or an actual porosis on a heredity basis. 

The more detailed examinations with roentgeno- 
grams were made of the more severe conditions. The 
findings were almost a monotonous repetition of 
certain peculiar defects. The sutures of the skull 
tended to stay open and were frequently occupied 
partially by numerous wormian bones. The skull 
itself tended to be larger laterolaterally than antero- 
posteriorly and was obviously too large for the face. 
The sinuses and Highmore’s antrum tended to re- 
main rudimentary or were absent; the pyramid of the 
os temporale was frequently stubby in appearance. 
In the most severe cases the whole base of the skull 
was flattened without development of the fossae and 
with a small sella turcica. The face was small, tri- 
angular, and deeply placed under prominent frontal 
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bosses. It was rudimental in development, the poor 
development of the inferior rim of the orbital cavity 
giving at times a deceptive appearance of exophthal- 
mos. The lower jaw was long and blunt-angled with 
the lower teeth protruding in bulldog fashion be- 
yond the upper teeth. There was a tendency in both 
the upper and lower jaws toward failure of eruption 
of the teeth—in 1 instance there were 15 unerupted 
teeth. 

One of the most dramatic manifestations was the 
absence or dehiscent condition of the clavicles, the 
shoulders tending to fall downward and forward 
with consequent prominence of the scapulae. The 
scapulae themselves tended to be porotic and de- 
formed with striking prominence of the acromion 
and coracoid processes (attempt at compensatory 
growth). The spinal column frequently exhibited a 
bifid condition of the spinous processes, or there was 
an actual condition of spinal bifida,. however, with- 
out evidence of disturbance arising from the con- 
dition. The bifid condition tended to involve the 
more highly placed (dorsal) vertebrae but also in- 
volved some of the lumbar vertebrae. 

The subject tended to be shorter than normal; 
however, the chief disturbance seemed to reside in 
the terminal phalanges, the hand appearing to be 
stubby, and the terminal phalanges short, poorly 
developed, and frequently attached by defective 
joints to the other phalanges. 

During the frequently lengthy periods of observa- 
tion the condition did not show any marked tendency 
to improve; however, a number of cystlike images 
in the clavicle of 1 subject disappeared. 

Numerous roentgenographic and photographic re- 
productions are included in this report. By the term 
“spurious syndrome” the author means the presence 
of other stigmata typical of the condition but with 
no evident involvement of the clavicle. By an 
“attenuated spurious syndrome” he means the 
presence of only some of the typical stigmata with- 
out involvement of the clavicle, the condition being 
larval and apt to be overlooked unless sought for 
especially. 

With reference to the etiology of this condition 
the author agrees with Poli (Arch. Ortop., 1933, 49: 
973) that this condition is the result of a dystrophic 
action striking certain skeletal components at the 
moment when they are particularly vulnerable, i.e., 
those components which begin to ossify during the 
period of activity of the hereditary noxa. The 
noxious influence may, in turn, be activated by a 
variety of toxic influences—the spouse of the 
dysostotic mother of one of these children was a 
notorious alcoholic—perhaps inducing in the child 
irreversible endocrine disturbances. 

Most interesting in this material was the marriage 
of two dysostotic cousins, i.e., the pairing of 2 hetero- 
zygotic individuals. The resulting child exhibited 
dysostotic malformations of the cranium, clavicles, 
teeth, vertebral column, hands, and feet. These mal- 
formations were perfectly typical but were of an 
essentially graver character than those in the general 
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run of the members of this geneologic tree. This in- 
dividual may therefore be presumed to be an instance 
of homozygotism. 

With reference to treatment the author does not 
think that much can be done. Attempts at repair of 
the clavicular dehiscences by bone transplantation 
have, because of the severe osteoporosis, always 
proved to be failures; perhaps intramedullary nail- 
ing may be of some use in such instances. 

The diversity of clinical manifestations in these 
subjects causes the author to go a point beyond 
Marie and Sainton’s (Rev. Neur., 1898, p. 835) orig- 
inal designation of cleidocranial dysostosis and 
add the term “‘variety digital cleidocrania.” 

JouNn W. BRENNAN, M.D. 


Reconstruction of the Thumb (Technique de recon- 
struction du pouce). RENE Boron and ALBERT 
FABRE. Presse méd., 1952, 60: 1597. 


Because of the importance of the thumb, which 
is essential for opposition to the hand and for the 
handgrasp, various successful reconstruction at- 
tempts have been made. Hugier uses the first meta- 
carpus (phalangization), which only renders a very 
short stump markedly limited in its opposing func- 
tion. The osteoplastic method of Nicoladoni, Neu- 
hauser, Scheppelman, and Cotte uses an abdominal 
pedicle with a free bone transplant for making a 
solid thumb, but it lacks functional adaptation. 
More physiological are the reconstruction methods 
aiming at the creation of a new thumb having mo- 
bility and sensibility (Verral, Letac, Chippaux); for 
these the middle finger is used as a transplant. 

The procedure of the author is described as 
follows: 

A dorsal incision is extended to the base of the 
third metacarpal, the extensor tendon is sectioned, 
and the lateral ligaments are dissected after hyper- 
flexion of the middle finger, with resuture of the 
extensor tendon with wire suture. From the 2 
commissures a skin flap is outlined over the palmar 
surface, extending toward the thenar and its abduc- 
tion fold. After detachment of the finger with its 
tendinous, vascular, and nerve supply, an oblique 
incision is made in the thenar area over the trapezoid 
and after rotation of the skin flap the base of the 
middle finger is anchored to the trapezoid by wire 
threads, in anticipation of pseudarthrosis. A new 
well functioning thumb of sufficient length is ob- 
tained. Two weeks after the operation a plaster is 
applied for 14 days with the 3 digits free and early 
exercises are continued for 6 weeks. 

Ernest H. BETTMANN, M.D. 


Technique and Results of Pneumoroentgenog- 
raphy in 50 Cases of Meniscus Lesions (L’arthro- 
pneumographie du genou. Technique et résultats 
dans 50 affections méniscales). R. FONTAINE, R. 
RaBER, P. WarTER, J. N. MULLER, and W. Mon- 
TorsI. Rev. chir., Par., 1952, 71: 327- 


In many cases pneumoroentgenography, which 
was described as early as 1908 by Hoffa and Wollen- 
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Fig. 1 (Fontaine ef al.) 


berg, has proved to be an essential diagnostic step 
in the analysis of knee injuries. The authors are 
using air exclusively as the contrast medium and 
have abandoned the iodized media (abrodil and 
uroselectan). They did not observe any complica- 
tions in the form of air embolism or infection. 

On the x-ray table a 0.5 per cent procaine solution 
is injected around the capsule in order to avoid re- 
flux from the air in the joint. After compression of 
the infrapatellar pouch by an elastic bandage, 
facilitating the possible aspiration of fluid, the pa- 
tient is put in supine position and from the lateral 
approach the needle is introduced below the knee 
cap (gauge 6 cm long ‘and caliber 12/10), first 
aspirating fluid if such is present. Oxygen is used 
exclusively and an average of 150 to 200 c.c. are 
injected with an ordinary 200 c.c. syringe. Such 
rather large quantities are required for optimal cap- 
sular distention until the patient experiences a pain- 
ful fulness. After fast withdrawal of the needle the 
puncture is tightly covered, and with the patient 
turned in the prone position the knee is flexed and 
extended to allow for penetration of the gas into the 
posterior knee compartments. If air has escaped, 
at times causing a harmless subcutaneous emphy- 
sema, the injection has to be repeated a few days 
later. In ambulatory patients exhibiting marked 
swelling, the gas is evacuated from a second aspira- 
tion. 

The posteroanterior direction is considered the 
optimal position with the ray centered vertically 
over the articular interspace parallel to the surface 
of the tibial plateau, overlapping of the bony struc- 
tures being avoided. With the thigh fixed against a 
wooden block an assistant grasping the patient’s 
foot carries out abduction, adduction, or rotation. 
The following exposures are made: 

For the external cartilage the leg is placed in ab- 
duction and marked internal rotation to bring the 
anterior third of the cartilage in view. The knee 
kept in midline allows visualization of the middle 
third of the cartilage (Fig. 2,a and b) and external 
rotation reveals the posterior third of the meniscus. 

For the internal cartilage, with the leg kept in 
adduction for the anterior third, exposure is taken 
in marked external rotation; for the middle third, 
straight focusing is done, and for the posterior third, 
the exposure is taken in marked internal rotation. 
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Fig. 2 


A last exposure with the knee flexed 90 degrees shows 
the posterior relief and the cruciate ligaments (100 
M A 45 Mas 53 KW without grid and kodak films). 

Although 3 cases of embolism were reported in 
the world literature, evidently caused by false 
technique, the authors consider the described 
method a safe one. Sometimes following periarticu- 
lar injection of oxygen a subcutaneous emphysema 
develops as a harmless incident. However, arthro- 
pneumography should not be employed except in a 
hospital with all facilities. The normal arthro- 








Fig. 3a 


pneumogram shows a triangular shadow. The 
pathological findings are as follows: shifting of the 
triangular shadow in hypermobile cartilage, and 
tears which course transversally in a vertical or 
oblique direction. Complete ruptures are charac- 
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Fig. 3b 


lig. 3, a and b (Fontaine ef al.). Knee of a 58 year 
old woman with progressive and intermittent pain with- 
out locking symptoms. The arthropneumography shows 
a tear of the external cartilage at the level of the anterior 
pole; the inner portion of the triangle is divided into two 
segments. The two shadows are separated by an air shad- 
ow outlining the course of the rupture. Surgery con- 
sisted in the removal of a bucket handle tear. 


terized by linear fragmentation. Complete ruptures 
with dislocation show no fragments and the triangu- 
lar shadow seemingly is cut off to appear as it 
does after meniscectomy. Of 50 patients with a 
negative arthropneumogram, 25 did not require 
surgery. Of the remaining 25 operated upon 17 
had a lesion of the internal, and 8 had a lesion of the 
external cartilage. Of the 17 patients, 16 showed 
the demonstrated lesion on exposure. In all of the 
8 cases with lateral meniscus damage, surgery veri- 
fied the x-ray findings. The article includes a great 
number of interesting and excellent pictures of 
which one is Figure 3, a and b. 
Ernest H. Betrmann, M.D. 
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The Surgical Treatment of Arterial Aneurysms. 
GERALD H. Pratt. Angiology, 1952, 3: 461. 


This article on aneurysms is based on the treat- 
ment of 82 patients on whom 8g operations were 
performed. It is pointed out that in this series, 
trauma was the etiologic factor in 20 per cent and 
degenerating diseases in 80 per cent. Ten per cent 
of the patients were treated by excision of the aneu- 
rysm with end-to-end anastomosis of the artery, 8 
per cent were treated by the reparative, or aneu- 
rysmorraphy, method, 12 per cent were treated by 
excision of the aneurysm with a homologous vein or 
analogous artery graft, 37 per cent were treated by 
obliteration of the aneurysmal sac with preservation 
of the collaterals and with muscle implant, 8 per cent 
were treated by perianeurysmal irritation with poly- 
thene and 7 per cent by intrasaccular wiring. Com- 
bined wiring and wrapping with polythene was used 
in no stated number of patients, while an end-to-end 
arteriovenous shunt distal to the aneurysm was used 
in 7 per cent, and proximal obliteration of the artery 
was done in 6 patients. Four of the last succumbed 
from rupture. Steel mesh cloth wrapping was done 
in at least 5 patients. 

LERoy J. KLeEINnsASsER, M.D. 


Postphlebitic Syndrome (Pierna tréfica venosa). 
Tomas OLIvio DuRANTE. Angiologia, 1952, 4: 273. 


Return circulation from the lower extremities 
traverses two systems: (1) a principal venous system 
which consists of the saphenous veins and the deep 
veins and their communicators, and (2) an accessory 
system which consists of venous channels leading into 
the pelvic and crural veins. In normal patients the 
accessory system cannot be found even on dissec- 
tion; however, when the principal system is occluded 
by thrombus the accessory system is capable of 
handling the return flow of blood from the lower 
extremity, and in patients with postphlebitic syn- 
drome it can be demonstrated by venography. 

The chief physiologic changes in postphlebitic 
syndrome are: (1) venous hypertension which pro- 
duces stasis and edema, and (2) arterial ischemia, 
which leads to tissue anoxia. 

The author stresses the importance of venography. 
Without it important data relative to the circulatory 
status of the extremity cannot be obtained. Five 
methods are used. The first visualizes the vessels in 
the upper fourth of the thigh. A tourniquet is placed 
around the upper thigh, and the injection is made 
into the dorsal vein of the penis. This is the author’s 
technique, which is described in detail. The other 
methods are (2) retrograde venography—Bauer 
technique—(3) direct venography by injection of 
media into the varicosities, (4) popliteal injection, 
and (5) pelvic vein injection, to visualize the veins 
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at these sites. In some patients several different 
vencgrams are necessary. 

In the surgical treatment of this syndrome, it is 
important to do an adequate high ligation of the 
saphenous vein, when indicated, to recognize com- 
municating veins, and to ligate them separately. 
Venography will aid in localizing the communicating 
vessels. Varicose ulcers and areas of fibrosis can be 
completely excised en bloc. The dissection should 
remove the saphenous nerve, fascia, and inflamma- 
tory tissues so that muscle forms the floor of the 
defect. This is covered with a split thickness graft. 

Postoperatively a compression bandage is used for 
4to8days. An Unna’s paste boot is used when the 
patient begins to walk. Repeated lumbar sympa- 
thetic blocks are sometimes necessary. Six months 
after surgery the status of the venous circulation is 
again evaluated by phlebography. 

FREDERICK W. PrEsTON, M.D. 


Modern Concepts in the Treatment of the Post- 
phlebitic Syndrome with Ulcerations of the 
Lower Extremity. Rosert R. Linton. Angiology, 
1952, 3: 431. 

Because an extremity can never be restored to 
normal following an episode of deep venous throm- 
bosis involving the femoral vein, it is impossible to 
speak of a cure of the postthrombotic syndrome; 
however, the author believes that with his method of 
treatment, cure of a postphlebitic ulceration may 
usually be obtained. The majority of various forms 
of treatment recommended for this disease are un- 
successful because they do not correct the underlying 
pathologic physiology of the condition. It is believed 
that the chronic ulceration is not so much related to 
scar tissue but rather to the ambulatory venous 
hypertension secondary to the damage in the deep, 
superficial, and communicating systems. The suc- 
cess of the numerous measures producing uniform 
compression of the limb is believed to rest upon the 
fact that there is an improvement in the function of 
the “venous heart” which is so badly disturbed in 
the postphlebitic state. Oxygenization of the venous 
blood from the limb is not diminished in the presence 
of varicose veins nor the postthrombotic state, which 
indicates that hypoxia is apparently not an etiologic 
factor. Lymphedema is probably not a sole cause in 
the production of the postphlebitic ulceration. As a 
result of the destruction of the valves of the deep 
and communicating veins a state of ambulatory ve- 
nous hypertension exists so that the efficiency of the 
venous heart of the lower extremity, normally facil- 
itating return of the blood to the heart, is seriously 
impaired. This hypertension is believed to be the 
chief etiologic factor in the production of the se- 
quelae of the postphlebitic state, namely, pain, 
edema, varicose veins, pigmentation, dermatitis, 
chronic induration, and chronic ulceration. ‘Before 





190 


surgical relief of the postphlebitic state can be at- 
tained the chronic ulceration must be healed. A 
satisfactory method to accomplish this and allow the 
patient to remain ambulatory is the application of a 
large bulky compression dressing from the toes to the 
knee, the ulcer being protected with white vaseline 
and a thick gauze dressing. A detailed description of 
the dressing is presented. It is changed after 1 week 
and thereafter at 2 week intervals until the ulcer has 
been healed for at least 1 month. 

The aims of the author’s procedure are several. 
The first and most important aim is to remove all the 
large superficial veins in the subcutaneous tissue, 
consisting of the long and short saphenous vein and 
many of their large tributaries. The majority of the 
communicating veins are severed, especially those on 
the inner side of the lower leg, by ligation and divi- 
sion. The superficial femoral vein is ligated and 
divided distal to its junction with the profunda 
femoris vein to interrupt the long column of blood in 
the valveless deep venous system. Finally, lymph 
flow from the subcutaneous tissues is transferred to 
the deeper lymph vessels in the muscles by excising 
some of the deep fascia of the lower leg as originally 
described by Kondoleon. 

Following the operation the patient wears a knee 
or midthigh heavy weight elastic stocking at all 
times during the day. The stocking must be worn as 
long as the extremity shows a tendency to swell. In 
all cases this is at least 1 year and in some cases it 
may be permanently. The rationale of this radical 
surgery is to favor the return of venous blood toward 
the heart by elimination of an enlarged superficial 
venous reservoir and to prevent movement of the 
blood in an abnormal reserve direction through en- 
larged incompetent communicating veins to the sub- 
cutaneous veins that remain. The interruption of 
the deep venous system prevents a direct reflux of 
the flow of blood down these large veins and at the 
same time favors redirecting the returning blood to 
smaller venous channels that may have competent 
valves. Resection of the deep fascia favors a reduc- 
tion in the lymphedema. The author believes that, 
although the ambulatory venous pressure of the 
limb may be reduced, the general effect of these 
steps is to restore in part the function of the venous 
heart. The elastic stocking further enhances this 
effect. While the results of the past 5 years have 
been extremely encouraging, the author recognizes 
that further observations will be necessary to deter- 
mine if they will continue to justify such extensive 
surgery. ALian D. Cattow, M.D. 


Thrombosis of the Aorta and Iliac Artery (Ueber 
Thrombosen der Aorta und der Iliacalarterien). R. 
GottLos. Langenbecks Arch. u. Deut. Zschr. Chir., 
1952, 272: 408. 

This article presents the author’s observations in 
31 patients who had thrombosis of the lower aorta, 
the common iliacarteries, or the external iliac arteries 
during the 5 year period from May, 1947 to April, 
1952. The exact pathology in all of the patients was 
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determined either by operation, aortography, or at 
autopsy. 

The method of treatment included lumbar and 
periarterial sympathectomy, resection of segments 
of the aorta and iliac arteries, with or with con- 
comitant sympathectomy and along with suitable 
amputation when gangrene of the extremity oc- 
curred. It was significant that in some instances in 
which sympathectomy was performed for patients 
with major obliterative disease, amputation was 
necessary at a later date because of the development 
of gangrene. The author suggests, however, that 
the use of sympathectomy probably plays no part 
in the development of the subsequent gangrene since 
in most of the cases presented, gangrene seemed 
imminent even before any operative procedure was 
undertaken. 

In general, the author’s experience parallels that 
of others who have reported similar series of throm- 
bosis in the lower aorta and iliac system. A series 
of arteriograms of representative cases is included 
in the article; in most instances the arteriogram 
shows a widespread collateral circulation about 
areas of partial or complete thrombosis either in the 
lower aorta or in the iliac arteries. 

OrvILLE F. Grimes, M.D. 


Angiocardiopneumography Applied to Experimen- 
tal Pulmonary Embolism (L’angiocardiopneumo- 
grafia applicata allo studio dell’embolia polmonare 
sperimentale). V. STAUDACHER, A. PuLIN, and V. 
GASPARINI. Chirurgia, 1952, 7: 241. 


The authors produced pulmonary emboli in dogs 
by injecting barium sulfate, ioduron (70%) in small 
segments of guinea pig intestines 6 to 8 cm. in length, 
or in paraffin cylinders molded in vein segments 
tied at either end. These were introduced into the 
external jugular vein or the inferior vena cava 
below the renal veins. Cardiac catheterization was 
also employed. Several minutes after the embolus 
was introduced and pulmonary symptoms devel- 
oped, ioduron (70%) was rapidly injected at the 
rate of 2c.c. per kilogram. After about three-fourths 
of this was injected rapidly, serial roentgenograms 
were taken so as to obtain 5 views in 5 seconds. In 
all, 16 dogs were used and all survived the procedure. 

The dogs were usually killed soon afterward with 
lethal doses of barbiturates and autopsies were per- 
formed. A few of the dogs were allowed to live for 
several days to determine if any complications might 
arise from the procedures employed. Angiocardio- 
grams were taken of 2 dogs without emboli to act 
as controls. 

These studies furnished indications as to the pres- 
ence and movement of emboli in the principal 
branches of the pulmonary artery. They suggest 
that it may be possible to detect emboli in the 
trunks or branches which may be susceptible to 
surgery and differentiate these from peripheral em- 
boli or pseudoemboli in which the Trendelenberg 
procedure cannot and should not be attempted. 

Lucian J. Fronputi, M.D. 
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A Study of the Heterogenous Transplantation of 
Blood Vessels (Préby przeszczepiania obcogatun- 
kowych naczyfi krwionoSnych). MuicHat JuszcyN- 
SKI. Polski przegl. chir., 1952, 24: 321. 


Nine dogs were used in this study. The portion of 
the blood vessel removed was that of the abdominal 
aorta between the origin of the renal arteries and the 
inferior mesenteric artery. The preserved arterial 
implants were procured from calves, sheep, and 
swine. The implant was removed aseptically and 
preserved for periods of from 3 to 10 days in physio- 
logic saline solution, containing penicillin, at temper- 
atures ranging from plus 2 to plus 4 degrees. At 
times, as much as 120 mgm. of heparin were injected 
intravenously at operation. 

The method of suturing varied; however, it was 
always either the overhand Carrel method, or the 
continuous or interrupted everting (Lembert) mat- 
tress suture. The Carrel method was the easiest to 
apply and afforded a staunch suture line, although it 
did not afford as close an approximation of the in- 
timal surfaces and thus the tendency to the produc- 
tion of mural thrombi was greater. The continuous 
mattress suture gave optimum results; however, it 
was most difficult to apply and showed a tendency to 
narrowing of the blood vessel lumen. The inter- 
rupted mattress suture did not in itself tend to pro- 
duce narrowing of the lumen, but it was not so 
staunch and frequently required additional sutures 
to control the bleeding from between the suture 
points, and these in turn afforded a strong tendency 
toward narrowing of the lumen. 

Five of these 9 dogs lived for periods of from 2 to 
11 months following the operation, were able to use 
their hind extremities almost from the first, and at 
the end of the period of observation seemed fully 
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recovered from any effects of interference with the 
circulation as a result of the operation. In none of 
these surviving animals had the circulation through 
the abdominal aorta been operatively interrupted 
(hemostatic clamps) for longer than 40 minutes at a 
time. In 3 of these surviving animals re-laparotomy 
disclosed permeability of the implant. 

When the specimens were removed at the end of 
the period of study and examined histologically, it 
was found that the implanted vascular tube had 
undergone certain regressive changes. There was 
thickening and edema of the intima, thinning of the 
media, and fragmentation and atrophy of the elastic 
tissues. Here and there tissue structure was still 
evident; there were a few preserved nuclei; however, 
the tissues in general stained poorly (with eosin), and 
the nuclei were of various sizes and were frequently 
pyknotic. In the older specimens the entire graft was 
frequently found to have become almost completely 
homogeneous in structure and the implant was firmly 
adherent to the surrounding tissues. 

This entire study is fragmentary and the many 
problems encountered will have to be answered 
through the medium of further research. The author 
is unable to say at present whether the histologic 
changes here described are the unavoidable con- 
comitant of all heterogenous transplantation, or are 
to be ascribed to insufficiently perfected techniques 
of procurement and preservation. 

This much can be said at the present time: that 
the kind of animal from which the implants were 
procured did not seem to exert any influence on the 
outcome, and there was no evidence of a defensive 
reaction such as one would expect to encounter as a 
response to heterogenous transplantation. 

Joun W. BRENNAN, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


A Simple Method of Reconstruction in Some Cases 
of Dish-Face Deformity. A. RAGNELL. Plastic 
& Reconstr. Surg., 1952, 10: 227. 


The author presents 5 cases of dish-face deformity 
(recession of the midface) with illustrations and an 
explanation of the plastic reconstruction which was 
performed. The deformity, namely, retroposition, 
has been described as congenital in connection with 
harelip deformity (unilateral, and especially bilater- 
al), or as acquired in unreduced “middle third 
fractures.” 

A simple method of reconstruction of the support- 
ing tissues alone in cases of retroposition of the naso- 
maxillary complex is presented. The deformity has 
been observed at, or soon after, birth or during the 
first few years of life, and becomes increasingly con- 
spicuous as the features develop during the early 
years of growth. The midface appears flattened or 
even sunken, with a low nasal bridge and retroposi- 
tion of the tubera maxillae, short nasal columella 
with indrawn base, and backward sloping of the 
upper lid. This diminution of the angle between the 
columella and the upper lip profile is typical. Mal- 
occlusion may occur. 

The method of anesthesia and technique of recon- 
struction are outlined. 

Following conduction anesthesia of the second 
branch of the third cranial nerve in the infraorbital 
foramen, and infiltration of the soft tissues of the 
nose and upper lip with novocain in combination 
with spinal anesthesia, an incision is made along the 
median line in the under surface of the columella, 
from a point immediately behind the nasal tip to a 
point 5 mm. below the base of the columella in the 
lip; undermining of the nasal soft tissues over the 
nasal bridge to the frontal bone, and extensively 
laterad toward the tubera maxillae follows. Thus the 
anterior and lower margin of the septal cartilage is 
dissected free, the undermining being continued in 
the columella base towards the nasaJ spine and over 
the anterior surface of the maxilla subperiosteally 
and bilaterally behind the alea. The surgeon can 
check the nasal floor or the mucosa over the labial 
sulcus for perforations. During this procedure a 
boat-shaped corticalis-spongiosa autograft, 4 to 4.5 
cm. in length, is taken from one crista iliaca, and 
likewise a small columella support of the same type, 
approximately 2.5 cm. in length is removed. An 
adequate number of bone chips the size of the little 
finger nail can be obtained from the same side. 

The bone chips are then packed in the pockets on 
the anterior surface of the maxilla from the small 
opening in the columella. The soft tissues and the 
bases of the alae are held forward with a slender re- 
tractor until an adequate level has been obtained 


for the upper lip contour. The cushion of bone chips 
is modelled to an even surface and to the required 
shape with fingers outside the skin and in the labial 
sulcus. 

A block graft for the nasal bridge is introduced 
from the columella incision, and likewise the columel- 
la support is placed on the cushion of bone chips, 
Their length is adjusted so that the pointed front end 
of the columella support will fit into a small depres- 
sion that has been drilled in the underside of the 
lower end of the bridge graft. Three or four nylon 
sutures are applied in the skin and removed on the 
second or third day. A splint of plaster and sheet lead 
: placed over the nasal bridge and retained for 7 

ays. 

The cosmetic results were considered good by the 
surgeon and the patients presented. 

Joun E. Karasin, M.D. 


Rehydration in Immediate Postoperative Care (Zur 
Rehydration Frischoperierter). Rot¥ Simon-WEID- 
NER. Chirurg, 1952, 23: 464. 

A summary on venoclysis, and hypodermic and 
rectal infusions is offeréd and a comprehensive anal- 
ysis of their relative values is given. The hypoder- 
mic route of infusion of hyaluronidase is in every 
respect as efficient as the intravenous route and is 
free of its undesirable sequelae, such as thrombosis, 
phlebitis, embolism, aggravation of canalization, or 
the doubtful resorption of proctoclytic fluid by the 
colon mucosa. The technique of administration is 
given in detail. 

Swelling, reddening, and moderate hardening of 
short duration (1 to 2 days) occur but seldom after 
the use of hyaluronidase, and are liable to be more 
persistent if strophanthin or other drugs are added. 
Ringer’s solution, glucose, and saline solution, as 
well as plasma have been used. 

German chemists have succeeded in producing 
the ferment “hyaluronidase” from bovine testicles. 
The product is commonly available as kinetin and 
apertase. Its indications are the same as for intra- 
venous fluid therapy. The maximum amount of 
fluid given was 3,000 c.c. per 24 hours. 

In the presence of malignant tumors the use of 
hyaluronidase is contraindicated, as this ferment 
is liable to spread tumors of epithelial or mesodermal 
origin. It has been noted that among its physico- 
chemical properties, hyaluronidase is inactivated at 
100°C. within a few minutes. A few hours at 57°C. 
are sufficient to inactivate this ferment. 

Orro Weiss, M.D. 


The Determination of the Plasma Volume in Surgi- 
cal Patients and Its Role in Preoperative and 
Postoperative Management (Plasmavolumen- 
bestimmung bei chirurgischen Patienten und ihre 
Bedeutung fuer die prae- und postoperative Be- 
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handlung). H. MEISENHEIMER. 
23: 457- 

Present day surgery has reached its limits in 
many ways. The main problem for the surgeon is to 
render a poor risk patient safe for operation. The 
replacement of deficient blood components and the 
repair of faulty blood composition are part of the 
task. Usually, the determination of the hemoglobin, 
red blood corpuscles, and protein contents is made. 
Normal findings, however, may be simulated in the 
presence of concomitant fluid losses. Therefore, it is 
necessary to determine the total volume of the cir- 
culating blood. The author formerly used Congo 
red, but has discarded this method because of in- 
accuracies due to hemolysis. Geigy blue 536 (Geigy- 
blau 536 med.) is used now. Its advantages consist 
of minimal hemolysis and, contrary to Evans blue, 
no amount of dye is lost to the reticuloendothelial 
system; therefore, better results are obtained. A 
minor disadvantage is a very mild bluish discolora- 
tion of the patient’s skin. 

The technique is simple and involves the use of a 
photometer only. A minute description of the method 
is given. Loss of nitrogen and changes of the plasma 
protein may occur in spite of a normal hemoglobin 
and a red blood cell count after operation, and can 
be overcome only if diagnosed early and treated 
properly. 

Geigy blue, in determination of the plasma vol- 
ume, together with the blood hematocrit and pro- 
tein analysis, is necessary for determining the proper 
repair solution among whole blood, plasma, washed 
red cells, or protein hydrolysate solution. The 
choosing of the proper repair solution is called 
““Gezielte Ersatztherapie.” Otto Weiss, M.D. 


Chirurg, 1952, 


Prevention of Thrombosis and Embolism After 
Gynecologic Operations (Verhuetung der Throm- 
bose und Embolie nach gynaekologischen Operatio- 
nen). H. H. Scumip. Chirurg, 1952, 23: 401. 


The author, director of the Gynecological Depart- 
ment at the University Clinic, Rostock, Germany, 
discusses the prevention of postoperative throm- 
bosis and embolism. Anticoagulants such as di- 
cumarol, heparin, and similar drugs are not available 
at this hospital; however, the author was able to 
reduce the incidence of thrombosis and embolism 
considerably by means of physiotherapy, the in- 
halation of carbon dioxide, and by stimulation of 
the blood circulation with drugs at the end of the 
anesthesia. The foot of the bed should be elevated 
25 cm. immediately after the intervention. 

WERNER M. Sotmitz, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Medical Evaluation in Industrial Accidents (Die 
Begutachtertaetigkeit in der Unfallchirurgie). Simon 
Mayr. Wien. med. Wschr. 1952, 102: 941. 
The author reviews the history of both German 
and Austrian Workmen’s Compensation Laws which 
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have been in existence since 1885 and 1887, re- 
spectively. In Austria at the present time, all who 
work for a salary, teach, or farm, and all household 
personnel are covered by insurance against industrial 
accidents. Even the self-employed farmer and his 
family are covered by the insurance plan. Specifically 
excepted are clerks who have their own insurance 
plan, physicians (except veterinarians), dentists, 
and pharmacists. Pensions are paid to all disabled 
except children under the age of 14 who, even though 
they may have suffered an industrial accident, are 
not compensable. 

The insurance carrier is responsible for the entire 
treatment, as well as for compensation for the time 
lost if the accident suffered was an industrial one. 
In accordance with the law, any accident suffered 
on the way to or from the place of employment is 
considered an industrial accident. 

The problem which has been assigned to the 
physician is the determination of the relationship 
between the industrial accident and the illness from 
which the patient suffers, and the determination of 
the period of disability. 

The author regrets that little is taught the physi- 
cian about the medicolegal aspects of insurance 
work; that the reports submitted by physicians are 
often inadequate to determine the facts of the case; 
and that physicians’ records leave much to be de- 
sired in enabling an equitable settlement to be made. 
He infers that it is the duty of the insurance carrier 
to prove whether or not an accident has occurred and 
whether it was of an industrial nature. Beyond that 
it is the duty of the physician to ascertain that the 
injury was sufficient to cause the complaints, that 
the symptoms were at the site of the alleged injury, 
and the time sequence between date of the accident 
and the appearance of the symptoms is equitable. 
Furthermore, the physician must be able to assess 
the disability in percentages so that they may be 
translated by a lay person into pension figures. 

The author gives a rather detailed description of 
the technique of the examinations for the purpose of 
insurance adjustment, and of the form in which the 
findings should be written up. 

WituiaM C. Beck, M.D. 


Shock and Vascular Injury. H. B. SHuMAcKER, Jr. 
J. Am. M. Ass., 1953, 1§1: 170. 


An outline of the management of acute injuries of 
large peripheral blood vessels is presented to review 
the fundamental principles that underlie the treat- 
ment of these injuries. The importance of prompt 
and adequate treatment in the management of acute 
injuries of the large peripheral blood vessels is im- 
portant since the patient’s life and the anatomic and 
functional integrity of the injured extremity are at 
stake. 

The immediate danger resides in the loss of blood 
and shock that may result from such an injury. The 
best treatment of shock is its prevention and should 
be the primary objective. The control of hemorrhage 
will vary from case to case and the method selected 
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should be one that will avoid further injury to the 
damaged blood vessel and will not necessitate a 
period of complete ischemia of the affected extrem- 
ity. The method that is most effective must be one 
which is not only life-saving but will preserve the 
extremity involved. The advantages and disadvan- 
tages of the various methods of controlling hemor- 
rhage are presented. 

The replacement of whole blood in the prevention 
or treatment of shock is necessary in any injury of 
large blood vessels and prompt replacement of the 
blood loss should be instituted with blood, plasma, 
or physiological electrolytes, depending upon avail- 
ability. In extreme emergencies, wrapping an ex- 
tremity with an Esmarch bandage may be life- 
saving. 

The definitive care of the injured extremity will 
be undertaken once the hemorrhage is brought under 
control and blood loss has been replaced. The treat- 
ment in any case must be individualized. Operative 
intervention is necessary in those cases in which the 
bleeding persists, and should be performed promptly 
in all cases in which the main blood supply to the 
limb has been interrupted, and in which resultant 
ischemia persists in spite of efforts to relieve it. 
Prompt operation is also indicated in the case of 
pulsating hematomas in which the threat of rupture 
is imminent and in those associated with definite 
neural compression. All contused and dirty wounds 
and those containing large dirty foreign bodies must 
be adequately débrided. In certain situations the 
choice of treatment must depend upon the availabil- 
ity of personnel trained in vascular reparative tech- 
niques and proper equipment. At times operative 
intervention may not be necessary if there is assur- 
ance that the limb will survive and if a pulsating 
hematoma is present, provided it is not expanding 
rapidly and threatening to rupture. However, if 
proper reparative surgery is done there is excellent 
possibility of restoring completely normal circulation 
to the extremity and avoiding certain sequelae that 
may develop in limbs deprived of their main arterial 
blood supply. 

The management of blood vessel injury necessi- 
tates certain fundamental principles. It is necessary 
to control the bleeding. If the vessels must be li- 
gated they should be dissected free of surrounding 
tissues and individually ligated with nonabsorbable 
sutures. It is very important that the vessels be 
handled very carefully with nontraumatizing clamps, 
for temporary occlusion, and only the finest of 
needles and nonabsorbable suture material should be 
used in the repair of major vessels. The author pre- 
fers an interrupted everting mattress suture wher- 
ever possible. End-to-end repair of the divided 
artery should be used if possible in preference to any 
interposition of a free blood vessel graft. However, 
if the ends of the vessel cannot be approximated, the 
use of free grafts such as an autogenous saphenous 
vein graft can be used for this purpose. 

The treatment of an ischemic extremity should take 
precedence over the treatment of any other associ- 
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ated injury that is not in itself a threat to the pa- 
tient’s life. Everything should be done to promote 
effectiveness of collateral circulation. Further trau- 
ma should be avoided. The best method of encour- 
aging maximal function of collateral circulation is to 
utilize regional sympathetic blockade and occa- 
sionally it is advisable to perform an operative sym- 
pathectomy immediately following an operative pro- 
cedure on an injured blood vessel. If hemostasis is 
complete, anticoagulant therapy is often indicated. 

The treatment of arteriovenous fistulas and ar- 
terial aneurysms is usually not immediate. Gen- 
erally, definitive surgery can be deferred and per- 
formed as an elective procedure at a later date. The 
proper time for such treatment depends upon the 
collateral circulation about the involved injured ves- 
sel. An exceptional circumstance in which an ar- 
teriovenous fistula should be treated early is the 
case of a large fistula in which frank cardiac failure 
intervenes shortly after injury. 

It is realized by the author that under ideal cir- 
cumstances the treatment of acute vascular injuries 
should be attended by a low mortality and a high in- 
cidence of anatomic and functional preservation of 
the affected extremity. However, the ideal is fre- 
quently not realized. The chief stumbling blocks are 
the delay between injury and treatment and the fre- 
quent unavailability of properly trained surgical 
personnel and equipment at the time of their most 
urgent need. Joun E. Karasin, M.D. 


Studies Concerning the Pressure of Closed Burn 
Dressings. P. O. CRASSWELLER, A. E. FARMER, 
W. R. Franks, and C. R. McComs. Plastic & Re- 
constr. Surg., 1952, 10: 408. 


The authors conducted a study primarily con- 
cerned with the nature and the role of the pressure 
developed in closed dressings of various types, used 
in burn injuries. Either aluminum foil or vaseline 
gauze was directly applied to the burned area. This 
was overlaid with fluffed gauze followed by a layer of 
pads. Pressure was obtained from layers of bias-cut 
flannel applied under tension over the above dress- 
ing. Methods of supplementing the pressure fea- 
tures of this so-called “pressure-occlusive” dressing 
were studied by the use of inflated bladders within 
the dressing. Both the routine pressure-occlusive 
and the bladder-supplemented pressure dressings 
were encased in light plaster to provide a rigid outer 
covering against the pressure developed within the 
dressing. 

Intermittent pressure was applied clinically by 
means of an inflated bladder in 8 cases of burn 
injury: This was accomplished by daily injections 
of small amounts of fluid sufficient to restore the 
original pressure. Fluid pressures up to 40 mm. of 
mercury against the body surface were found to be 
tolerable for prolonged periods. A pressure of 20 
mm. of mercury or 27 cm. of water at the level of the 
dressing outside the burn gauze was used initially. 
When no complication of a serious nature developed 
the pressure was increased to 30 or even 45 cm. of 
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water. Such pressures were applied to the burn 
within an average of 2 hours and in no case more 
than 4 hours following the accident. 

In the opinion of the authors, there was no indi- 
cation that healing was more rapid in those cases 
treated by the higher supplemented pressures. No 
difference was noted in the interval required be- 
tween the time of the burn and the grafting and, 
similarly, no difference was noted in the percentage 
of “takes” of grafts. 

The maintenance of controlled pressure for 10 
days does not show any significant difference from 
the bias-bandage pressure which, in effect, falls off 
considerably after one or two days. Again there was 
no significant difference in the amount of plasma 
intake required to counteract surgical shock. While 
too few cases were studied with the aluminum mesh 
to warrant analysis, it was believed that this gave 
the driest dressings. The aluminum foil dressing 
was Cleaner and less foul and contained less exudate. 
It would seem that the pressure of the pressure- 
occlusive dressings has fulfilled its role by the end of 
the second day. In pressure-occlusive dressings of 
burns, pressure from tension of bias-flannel bandages 
falls rapidly after the first few hours and may amount 
to only a few millimeters of mercury after the first 
day. A rubber-containing elastic bandage was found 
most efficient in comparing various types of bandages 
over the burn dressings. KENNETH E. SHERMAN, M.D. 


An Evaluation of Skin Grafts for Hand Coverage. 
S. M. Dupertuts. J. Bone Surg., 1952, 34-A: 811. 


The author re-emphasizes the general principles 
which should be observed in the use of skin grafts 
employed in general plastic surgery and recon- 
structive surgery of the hand. In any reconstruc- 
tive work upon the hand, constant recognition of 
the importance of the deeper intrinsic structures 
and their relationship to the scar deformity must 
be observed. Removal of a contracted scar should 
be done in an avascular field with a pressure-cuff 
tourniquet and with particular attention to care- 
ful dissection of deeper extensions of the scar. 
For larger defects, grafts of skin must be secured 
from other areas of the body. These provide the 
best substitute available but are never as good as 
the tissue which normally covers the hand, par- 
ticularly the palmar surface. In planning the 
graft, the borders should be zigzagged or inter- 
digitated so that no straight edge lies across a nor- 
mal wrinkle line to produce contracture. For the 
successful “take” of a free graft, immobilization 
is mandatory but pressure is not necessary. Pres- 
sure dressings for grafts are preferred, however, 
and are employed routinely because they aid in 
healing and assist in immobilization of the graft. 
For replacements of palmar skin, immobilization 
in extension is indicated but for all other grafts, 
as well as for other types of hand surgery, the po- 
sition of function should be maintained on a splint. 

Excision of scars and Z-plasty closures of a con- 
tracted linear scar are variations of the flap graft 
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since tissue is undermined and shifted. The under- 
mining should include some subcutaneous fat, 
when available, to nourish the small flap. This 
method has definite limitation when applied to the 
fingers; however, a properly performed Z-plasty 
provides full correction and is better than a graft. 

Finger and hand flaps for small defects are often 
used. An adjacent pedicle from the side of a fin- 
ger to cover a flexor defect provides coverage with 
better sensation and protective thickness on the 
working surface than does a free graft. If a ten- 
don, joint, or bone is exposed, some type of pedicle 
is required. The donor site on the side of the fin- 
ger may be covered immediately with a free skin 
graft. The V-Y procedure for lengthening a longi- 
tudinal contracture of a finger is of limited value, 
since contracture may recur. 

Free full-thickness grafts are entirely separated 
from their blood supply and are not to be con- 
fused with pedicles or flaps. Full-thickness skin 
grafts from the back, chest, and upper abdominal 
regions do not take well; however, full-thickness 
grafts from the lower part of the abdomen, groin, 
or other comparable thin areas provide a better 
graft for “take.” Theoretically a full-thickness 
graft provides the best coverage, but the disadvan- 
tages are the limitation in size when covering large 
areas on the wrist and arm, the increase in oper- 
ating time, and occasionally the rather marked 
deformity of the donor site of closure. However, 
if larger grafts are required the abdominal donor 
site may be covered by a thinner split graft so 
that less scar will result. 

Split-thickness skin grafts are applied to areas 
of granulation and to avulsed or otherwise injured 
surfaces. The split-thickness graft will contract 
more and it provides less satisfactory surface cov- 
erage, with poorer functional results; however, the 
split graft is secured more quickly than a full- 
thickness graft and the donor site usually heals 
promptly and well. There is minimal contracture 
of split grafts applied to the dorsum of the hand 
but shrinkage on the palm of the hand may be 
considerable; when applied to the dorsum of the 
hand or the arm in children, this type of graft will 
grow and increase in size. In patients with evi- 
dence of early x-ray dermatitis in which grafting 
is necessary, the split graft should be larger than 
appears indicated since x-ray dermatitis is a pro- 
gressive degenerative lesion and the extension 
about the periphery will not become evident until 
years later. In extensive third-degree burns of 
the hand, replacement of the contracted scar by 
split grafts has provided excellent functional cov- 
erage. 

There should never be an indication to employ 
pinch grafts or small deep grafts upon the hand. 

Whenever deeper reconstructive work involving 
bone, tendons, or nerves is required, a pedicle flap 
of skin and subcutaneous fat carrying its own 
blood supply is necessary. On the hands, the 
closed pedicle graft is preferred. The graft should 
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be thinned before application to the hand, and 
excessive fat can be removed safely from the ab- 
dominal pedicle flaps. The pocket flap, in which 
the hand is buried beneath the abdominal skin, is 
condemned because of foul discharge and the dan- 
ger of contamination which accompanies this 
procedure. 

After a contaminated wound has been thorough- 
ly cleansed and irrigated with a large quantity of 
saline solution to provide a clean field, a split- 
skin graft can be applied immediately to secure 
healing. Occasionally an immediate abdominal 
pedicle flap may be applied to a defect but no open 
wound should ever be left to heal with scar. Later, 
reconstructive work may be required to replace the 
original thin graft by a thicker free graft, for more 
serviceable coverage. 

In the third-degree burns, it is suggested to re- 
place full-thickness skin loss with split-skin graft 
at the earliest possible moment, particularly on the 
dorsum of the hand, since prolonged absorption 
from granulation tissue may damage the intricate 
mechanism of the hand. Surgical excision of the 
slough with the application of a split graft in 10 
to 14 days is desirable. Relaxation of the hand 
in the position of function is of great importance 
and the pressure dressing method of immobiliza- 
tion remains the treatment of choice. 

In most cases a split graft of intermediate thick- 
ness will provide good functional coverage and 
any healing scar surrounding an area of granula- 
tion should be removed to normal skin in order to 
minimize scar contracture on the borders of the 
graft. In deep burns, and particularly electrical 
burns, an early pedicle flap may be indicated. 

Joun E. Karasin, M.D. 


Histochemical Studies on the Fate of Parenterally 
Administered Dextran in Rabbits: (1) Demon- 
stration of Dextran in Tissue Sections; (2) Ac- 
cumulation of Dextran within the Kidney, 
Liver, Leucocytes, and Reticuloendothelial 
System. Benct H. Persson. Acta Soc. med. Up- 
saliensis, 1952, §7: 411, 421. 

The distribution of parenterally administered 
dextran (macrodex) was studied by histochemical 
methods in 104 adult rabbits at intervals varying 
from 15 minutes to 80 days after administration. 
The organs and tissues examined were the kidneys, 
liver, spleen, bone marrow, lymph nodes, blood, 
stomach, small intestine, lung, adrenals, thyroid, 
thymus, omentum, and skin. The histochemical 
methods used were the staining with leucofuchsin 
after treatment with periodic acid, chromic acid, 
and potassium permanganate on adjacent sections; 
in addition, staining with Gram’s solution and 
Azur A was performed. 

From the histological pictures obtained, it is 
concluded that: (1) there is a small transient ac- 
cumulation of dextran in the epithelium of the 
convoluted tubules (proximal and distal) of the 
kidney, being maximal 2 to 4 hours after injection; 
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(2) dextran accumulates in the liver cells, being 
visible for from 24 hours to about 3 or 4 days after 
administration; (3) polymorphonuclear leucocytes 
take up dextran very rapidly but the storage in 
these cells is of a short duration; (4) dextran is 
taken up by the reticuloendothelial cells to a great 
extent; the maximum accumulation is shown be- 
tween the second and fifth day after administra- 
tion; the accumulated dextran disappears slowly 
from the reticuloendothelial cells, and some can 
still be identified in these cells 14 days after a single 
injection; (5) even after repeated injections no 
signs of injury in any organs or tissues examined 
could be observed. 

From some preliminary studies performed, it is 
assumed that the accumulation of dextran in the 
reticuloendothelial system may cause a partial 
blocking effect on the system, at least when the 
storage is maximal. 

W. FostER Montcomery, M.D. 


Methylcellulose in the Treatment of Thermic Dam- 
age, Suppurative Wounds, and Abscesses 
(Ueber die Bedeutung der Methylcellulose in der 
Behandlung von thermischen Schaeden, eiternden 
Wunden und Abscessen). FEetix STEIN. Chirurg, 
1982, 232.471. 

In the treatment of burns, local measures are but 
one of a number of many important measures. 
Optimal local treatment in burns is the subject of 
this article. Prevention of infection, speeding of the 
process of demarcation, undisturbed restitution of 
the defects, and preventing superfluous granulation 
in favor of epithelization are the postulates for ideal 
healing. Topically applied medicated methylcellu- 
lose gel is an excellent adjuvant in obtaining it. 
Credit is given to the Swedish Red Cross for perfect- 
ing the formula and for the excellent results ob- 
tained with it. 

Formula I: Sulfanilamido-5-methyl-1,3,4-thio- 
diazol-ammonium 5.0 sodium salt of carboxy- 
methylcellulose 4.0, chlorcreosol 0.1, aqua dest. ad 
100.0. In Germany this formula is available under 
the name of Badional-Gel. Germicidal action, bac- 
teriostasis, speeding of epithelization, mechanical 
protection of the wound surface, and prevention 
of secondary infection are attributed to its use. 
Precise laboratory data as to its behavior are not 
available as yet, but practical experiences have 
proved its value. For severe and extensive burns not 
treated with badional gel, the average hospitalization 
was 14.5 days per capita; for those treated with 
badional gel, the average hospitalization was only 
11.2 days. 

The badional is spread three times at 10 minute 
intervals over all affected areas without any pre- 
liminary preparation. For the next 2 to 4 days, the 
same areas are treated in this manner once daily. 
After 4 days, all burned areas are bathed in water. 
The badional film will detach itself without further 
help. After the bath, another badional film is applied 
in the manner previously described. In order to 
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prevent the pain of tension, dressing with an indif- 
ferent salve is applied over the film. In this way 
the wounds are let alone during the first days, the 
physiologic processes of demarcation can take place 
undisturbed, and extensive granulation is avoided. 
The bath will clean the wound of pus, debris, and 
exudate. Methylcellulose gel also proved helpful 
when applied to suppurative wounds, and when in- 
troduced into abscess cavities and empyematous 
chest cavities. Orro Weiss, M.D. 


Three Cases of Tetanus (Sur trois cas de tétanos). M. 
VAN DER GHINST and J. Beumer. Acta. chir. belg., 
1952, 51: 627. 

After a brief review of the bacteriology, sympto- 
matology, and treatment of tetanus, the authors 
present 3 cases of their own. 

The first case occurred 6 days after a criminal 
abortion. The method of abortion was not revealed. 
In spite of immediate hysterectomy and the ap- 
plication of 200,000 units of antitoxin intramuscular- 
ly and 20,000 units intrathecally, the patient ex- 
pired 2 days after the onset of the disease. It is 
noteworthy that the bacteriological examination of 
the extirpated uterus was negative for tetanus bacilli. 

The second patient suffered a compound fracture 
of the foot by a tree branch falling on his leg. The 
first symptoms of tetanus appeared ro days after the 
injury, but the diagnosis was first established 3 days 
after this, when therapy started. The patient re- 
covered after 6 weeks of illness. Very high doses of 
tetanus antitoxin and penicillin were administered, 
and the leg was amputated at the level of the lower 
third. This case is interesting because the patient 
had received a prophylactic dose of antitoxin imme- 
diately after the accident (amount of dose not 
mentioned), but the prophylactic injection did not 
prevent the onset of tetanus. 

The third case is remarkable because it shows how 
difficult the diagnosis of tetanus can be in certain 
cases. A man, 50 years of age, was admitted for 
severe retrosternal pains, especially in deglutition, 
and paroxysmal attacks of epigastric pains. No 
history of injury was given. A tentative diagnosis of 
pancreatitis was made, and only 2 days later, in- 
creasing trismus and hyperreflex revealed the true 
nature of the disease. The portal of entry was a small 
wound at the distal phalanx of the thumb, caused by 
a fishhook. The patient recovered. 

In discussing the therapy, the authors state that 
a single dose of 200,000 units of antitoxin is sufficient 
to neutralize any amount of free toxin. Since the 
antibodies remain active in the organism for about 
3 weeks, any toxin produced during this time is im- 
mediately neutralized, and it is not necessary to re- 
peat the injection of antitoxin. 

However, the mode of administration is import- 
ant. Several statistics in the literature show that 
cisternal application of the antitoxin is far superior 
to any other method of administration. 

The treatment with curare and curarelike sub- 
stances is discussed briefly. 
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Finally, the writers warn against heavy sedation 
in tetanus. They believe that prolonged narcoses 
with chloral hydrate or avertin increase the mortal- 
ity by their unfavorable effect on the arterial tension 
and the respiration. Only small doses of chloral 
should be given if its use is necessary. 

WERNER M. So.mitz, M.D. 


Toxoid Immunization of Experimental Gas Gan- 
grene. WILLIgm A. ALTEMEIER, ROBERT COITH, 
ROGER SHERMAN, M. A. Locan, and A. TyTELL: 
Arch. Surg., 1952, 65: 633. 

The authors present an excellent experimental 
progress report evaluating the effective toxoids for 
immunization against the various types of gas 
gangrene. A safe and highly effective toxoid for Clos- 
tridium welchii and Clostridium novyi has been pre- 
pared and found to be very effective in producing a 
high degree of immunity to experimental infections 
in animals. 

Inoculations of the Clostridium welchii toxoid in 
human beings has produced a high antitoxin titer in 
the blood similar to that found in the immunized 
animals. Over 500 patients were studied for their 
antitoxin response to the Clostridium welchii toxoid. 
Eighty-two to 100 per cent of previously immunized 
animals which were subjected to a 1 to 1,000 mini- 
mum lethal dose of virulent bacteria survived their 
infection. All control animals subjected to similar 
challenge died within 72 hours. 

The toxoid for Clostridium histolyticum was still 
found to be in the developmental stage. 

The protection afforded by these toxoids has been 
very notable because of the severe form of challenge 
used and the absence of any other type of treat- 
ments, such as incision or excision of the wound or 
chemotherapy. It was hoped by the authors that the 
ultimate goal of their studies would be to produce a 
safe, highly effective polyvalent toxoid for use in 
immunizing patients to the various forms of gas 
gangrene. Although the value of these toxoids in ac- 
tually preventing clinical gas gangrene in human 
beings is not proved, there was every reason to be- 
lieve, by analogy with other toxoids such as those for 
tetanus and diphtheria, that they would be very 
effective. 

It was pointed out by the authors that in an atom- 
ic catastrophe the casualties would be so severe that 
any type of surgical treatment and antibiotic ther- 
apy would conceivably collapse. Thus basic immun- 
ization of the military and civilian population with 
gas gangrene toxoid as well as tetanus toxoid would 
be of value as a means of preventing the develop- 
ment of tetanus and gas gangrene in these mass cas- 
ualties under conditions in which prompt and ade- 
quate surgical and antibiotic treatment would be 
Jacking. Joun E. Karasin, M.D. 


Surgical Aspects of Blastomycosis. JoHn R. LevitAs 
and GERALD L. Baum. Surgery, 1953, 33: 93- 

The purpose of the present report is to review cur- 

rent trends in the therapy of blastomycosis. The re- 
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sults obtained in 9 cases of blastomycosis treated 
surgically are presented. Surgical removal of periph- 
eral blastomycotic lesions is indicated if (1) single 
or isolated lesions exist which, if removed, might re- 
sult in a cure when the primary pulmonary lesion is 
arrested, (2) secondary lesions act as a foci for furth- 
er dissemination, (3) skin lesions may cause severe 
disfigurement, and (4) ulcerating skin lesions pro- 
duce epidemiological danger. 

Of all methods of treatment in localized blastomy- 
cosis, surgery is believed to be of most practical 
value. W. Foster Montcomery, M.D. 


ANESTHESIA 


The Hemodynamics of the Surgical Patient Under 
General Anesthesia. RatpH SHACKMAN, G. I. 
GRABER, and D. G. MELROsE. Brit. J. Surg., 1952, 
40: 193. 

The purpose of this article is to present an overall 
picture of the circulatory adjustments which take 
place during the course of major abdominal oper- 
ations performed under general anesthesia. 

The patients were sedated with combinations of 
morphine, atropine, and scopolamine. The anesthet- 
ics used were combinations of pentothal, curare, cy- 
clopropane, nitrous oxide, and oxygen. 

Cardiac outputs were determined by cardiac 
catheterization, peripheral blood flow by plethysmo- 
graph applied either to a calf or a foot, and blood pres- 
sures by theauscultatory method. Measurements were 
made in the preanesthetic sedated phase and subse- 
quently during the period of anesthesia and operation. 

The study shows that major circulatory readjust- 
ments occur as soon as general anesthesia is induced. 
These changes develop within 30 minutes and prac- 
tically half of the cardiac output becomes distributed 
to the skin and muscles. Since the increases in skin 
and muscle blood flow occur despite a virtually un- 
changed blood pressure and in the presence of a de- 
creased cardiac output, it may be concluded that 
compensatory vasoconstriction has developed else- 
where. The splanchnic bed is the most likely site of 
this compensatory vasoconstriction. 

Further circulatory changes occur with prolonga- 
tion of anesthesia and surgery. The skin and muscle 
blood flows decreased to approximately the levels 
present in the initial observations, while the cardiac 
output fell in the majority of patients and rose in a 
small minority. In this late stage of operation, over- 
all vasoconstriction developed in 72 per cent of pa- 
tients and over-all vasodilatation developed in 19 per 
cent. In the majority of patients relative splanchnic 
vasoconstriction is still present in the late stage. 

The significance of these circulatory changes may 
be profound. Splanchnic vasoconstriction decreases 
the liver blood flow. There is reason to believe that a 
direct relation exists between the impairment of liver 
blood flow and function and the development of irre- 
versible shock. 

No conclusions are drawn, but it is pointed out 
that excessive blood loss will accentuate the hemo- 
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dynamic changes and prolonged operations will in- 
crease their duration. Mary Frances Por, M.D. 


The Increase in Central Venous and Arterial Blood 
Pressures During Cyclopropane Anesthesia in 
Man. Henry L. Price, EuGENE H. Conner, and 
Rosert D. Dripps. Anesthesiology, 1953, 14: 1. 


Arterial and central venous pressure, hydrogen 
ion concentration, and carbon dioxide tension of 
arterial blood were measured in a series of patients 
anesthetized with cyclopropane. The 15 patients, 
scheduled for elective operations, had no evidence 
of cardiovascular or respiratory disease. 

Initial observations were made after preanesthetic 
sedation and subsequent changes were viewed as 
having resulted from the actions of cyclopropane. 
The production of surgical levels of cyclopropane 
anesthesia was associated with hypertension in 16 
of 22 observations. The partial pressure of the 
arterial carbon dioxide remained unchanged, or de- 
creased, in one group of observations. In a second 
group the partial carbon dioxide pressure increased. 
The content of cyclopropane in the arterial blood 
was not significantly different in the two groups. 
It was evident that mean arterial blood pressure 
could increase during cyclopropane anesthesia 
whether or not carbon dioxide accumulated; how- 
ever, the increase was greater in the presence of 
respiratory acidosis and the difference between the 
arterial pressures was statistically significant. 

An increase in central venous pressure occurred 
consistently during cyclopropane anesthesia; it oc- 
curred whether or not the arterial carbon dioxide ten- 
sion increased. As was true of the arterial pressure 
responses, when the arterial carbon dioxide tension 
was elevated the increase in venous pressure was sig- 
nificantly greater. The increase in central venous 
pressure was directly related to the concentration of 
cyclopropane in the arterial blood. The increase in the 
central venous pressure was inversely related to the 
heart rate observed during cyclopropane anesthesia. 
Administration of atropine increased the heart rate 
but reduced the central venous pressure only slightly. 

The sharp rise in arterial pressure and the prompt 
fall in central venous pressures observed when the 
inspired concentration of cyclopropane was reduced 
suggested that cyclopropane could reduce the ability 
of the heart to eject blood. This explanation could 
be reconciled with other evidence if it is assumed 
that cyclopropane might act to reduce the compe- 
tence of the heart while it simultaneously augmented 
the return of blood from the periphery. 

Mary FRAncEs Pog, M.D. 


Some New Concepts Regarding Anesthesia of the 
Tracheobronchial System Especially for Bron- 
chography (Neue Gesichtspunkte fuer die Anaes- 
thesie des Tracheobronchialsystems, insbesondere 
zur Bronchographie). W. Krit and H. VIETEN. 
Fortsch. Roentgenstrahl., 1952, 77: 409. 


This article is concerned mainly with the pharma- 
cological effects and side reactions of the various 
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topical anesthetic agents used in the performance 
of bronchoscopy and bronchography. Studies on 
experimental animals, mainly rats and mice, were 
carried out to determine the most efficient drug with 
respect to its anesthetic properties. Fatal experi- 
ments were performed in order to determine the 
lethal dosage and, therefore, the toxicity levels of the 
individual drugs. 

The well known concept that the administration 
of barbiturate drugs preceded the use of such topical! 
agents was verified experimentally by these investi- 
gators. The necessity of the administration of the 
barbiturates before the attempt at topical anes- 
thesia of the tracheobronchial! system cannot be 
denied. With respect to the toxicity level, “‘salicain” 
seems to be preferable to other surface anesthetics, 
at least on the basis of the authors’ observations. 

Salicain proved to be the least toxic of all the 
agents tested, which included pontocaine, broncho- 
cain, salicain, cocaine, and xylocain. With respect 
to their anesthetic properties, pontocaine, salicain, 
and bronchocain seemed to be equally effective. 
The addition of adrenalin to any of the anesthetic 
agents resulted in a decrease of the anesthetic ef- 
fects as well as considerable increase in toxicity. 
The addition of adrenalin to the topical agents is 
therefore contraindicated. 

ORVILLE F. Grimes, M.D. 


Principles of Correct Administration of Anesthesia 
in Major Rectal Surgery (Gegenueberstellung der 
wichtigsten Anaesthesieverfahren in der grossen 
Rectumchirurgie). K. ZELLER. Helvet. chir. acta, 
1952, 19: 504. 

Various types of anesthesia are discussed with 
regard to major rectal surgery. These include spinal 
anesthesia, spinal epidural anesthesia, ether, and 
modern combined anesthesia. 

Regarding spinal anesthesia, the author lists 13 
absolute contraindications. These include the fol- 
lowing: (1) central nervous system disease, (2) local 
infection of the skin, (3) hypotension, (4) hyperten- 
sion plus arteriosclerosis and myocardial damage, 
(5) severe anemia and/or dehydration, (6) shock, 
(7) ileus with vascular collapse, (8) psychosis, 
(9) renal insufficiency, (10) disease of the vertebral 
column with deformity, (11) history of headache or 
backache, (12) decompensating heart disease, and 
(13) coronary insufficiency. 

Regarding epidural anesthesia, the author states 
that there is a larger percentage of failures than with 
spinal anesthesia. The general spectrum of contra- 
indications is somewhat smaller than that of spinal 
anesthesia and includes disease of the central nervous 
system and vertebral column, deformities in the 
area, backache, decompensating heart disease, shock, 
and hypertension with arteriosclerosis and myocar- 
dial damage. 

Most gratifying results have been obtained with 
combined types of anesthesia in which induction of 
the anesthetic is made with an intravenous barbi- 
turate. Endotracheal intubation and inhalation 
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anesthesia are instituted following induction. Care- 
ful records are kept of blood pressure, pulse rate, and 
depth of anesthesia. Blood transfusions are given 
as indicated by blood loss, blood pressure recordings, 
and other indications. Supplementary medications, 
such as curare, are given by way of the intravenous 
tubing. Stimulants and other medications are given 
in response to variations in heart action. Sharp 
drops in blood pressure are counteracted with 
methonium salts or other medications. Such man- 
agement of anesthesia can be done with great pre- 
cision. Haroip LaurMan, M.D. 


Indications and Results of the Use of Certain 
Ganglioplegics—Controlled Hypotension—in 
Cerebral Surgery (Indications et résultats de 
Putilisation de certains ganglioplégiques—hypoten- 
sion controlée en chirurgie cérébrale). D. Prtit 
DutaiLuis and G. Guior. J. internat. chir., Brux., 
1952, 12: 241. 

The reduction of operative hemorrhage has al- 
ways been one of the major preoccupations in neuro- 
surgery. In spite of the technical precautions taken 
in the course of an intervention, it is not always pos- 
sible to prevent a sizable loss of blood. This is true 
especially during the removal of certain tumors 
which are rich in blood vessels, i.e., meningiomas and 
angionecrotic gliomas, or those tumors which are 
purely vascular in character, i.e., angiomas and 
aneurysms. 

The method of compensating for the loss of blood 
by preoperative perfusion is not an entirely satisfac- 
tory solution of the problem. 

Hemorrhage in the course of removal of certain 
aneurysms and angiomas of the brain is sometimes so 
difficult to overcome that the surgeon has to with- 
draw before the operation is completed on account of 
the great immediate risk involved. 

Among the proposed methods in general surgery, 
those which attempt to produce a temporary arterial 
hypotension during the course of operation are of 
most interest. 

Of all the proposed methods, the most practical is 
the one which controls hemorrhage by the use of cer- 
tain ganglioplegic compounds of the methonium 
series. Although hypotensive medication has al- 
ready found a number of followers in general surgery, 
it has not been used in neurosurgery. It was tried by 
the authors in their neurosurgical clinic and found to 
give good results. 

Among the derivatives of methonium, penta- 
methonium and hexamethonium are known for their 
very strong ganglioplegic properties. Their action 
consists of blockage of the sympathetic nervous sys- 
tem. The blockage is followed by a generalized 
vasomotor paralysis. It is by suppression of the tone 
of the arterioles that these substances act on arterial 
tension. The arterial pressure in the subjects so 
treated obeys the laws of gravity as it does in cases of 
hypostatic hypotension. The effect is transitory. 

At first the authors used the bromide of hexame- 
thonium intravenously. They now prefer to use the 
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pendiomide on account of the margin of safety which 
it offers. Experimentally, the blockage of the gan- 
gliar synapses is affected by one thousandth part of 
the lethal dose. The action of the pendiomide is a 
little less prolonged than that of the bromide. This 
necessitates repeated injections during the course of 
an operation. The effect of the pendiomide is more 
easily controlled. 

It was with great caution that the drug was first 
used in neurosurgery. A cardiologist was called in 
for collaboration. 

This is the technique of administration by the au- 
thors: 

An operating table which permits inclination in all 
directions and allows the patient to gradually sit up 
is used. The elevation of the trunk can be produced 
without lowering of the legs. The patient is first 
placed in the position of dorsal decubitus. The 
ganglioplegic is then introduced into the vein of the 
patient very slowly. The arterial pressure in the 
brachial artery is watched as is the pulse rate and 
the respiratory rate. The subjective symptoms of 
the patient are also noted. 

Gravity is then used to increase the activity of the 
drug. The trunk is gradually elevated 10 degrees at 
a time and the legs are progressively lowered at the 
same rate until the patient is in the neighborhood of 
a sitting position. Twenty to thirty minutes are 
taken to produce this result. In this way all sudden 
drops of arterial pressure are avoided. During these 
maneuvers it may be necessary to inject another dose 
of the drug to obtain the desired degree of hypoten- 
sion. It is desirable to obtain an arterial pressure of 
70 to 80 mm. Hg. The authors have carried out the 
procedures without inconvenience under an arterial 
pressure of 50 or 60 mm. Hg. It is well to use an 
oscillometer, for in case of vasoparalysis it would be 
almost impossible to take the arterial pressure with 
an ordinary tensiometer. In cases of patients with a 
cerebral tumor and presenting arterial hypertension 
the arterial pressure is never reduced lower than 100 
mm. Hg. 

During the operation the patient is kept in a con- 
dition of hypotension by repeating the injections of 
the ganglioparalytic drug as they are needed. If the 
arterial pressure attains a level lower than that de- 
sired, it is easy to correct the inconvenience rapidly. 
It suffices sometimes to simply elevate the legs to the 
horizontal position. If this does not prove sufficient, 
then the trunk is inclined some degrees toward the 
horizontal position. It is only in exceptional cases 
that one has to resort to the use of adrenalin or 
ephedrine. A dilute solution of adrenalin must be 
used, but in very small doses as the patient under the 
influence of a ganglioplegic drug reacts with particular 
severity to sympathetic excitants. When the opera- 
tion is complete, the patient is gradually re-estab- 
lished in the horizontal position, 10 degrees at a time, 
over a period of 20 or 30 minutes. Sufficient time is 
required to control hemostasis. The absence of all 
capillary hemorrhage is striking when the patient’s 
arterial pressure has returned to its normal level. 
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The injected doses vary on the basis of the product 
used and the susceptibility of the patient. The ini- 
tial dose is 20 mgm. diluted in 5 c.c. of physiological 
salt solution. The same dose is repeated as often as 
necessary, the total dose rarely exceeding 100 mgm. 
of hexamethonium bromide (not hydrate). Some- 
times 150 or 200 mgm. have been given in a period of 
2 hours without any inconvenience to the patient. 
The dose is the same with the pendiomide, the effect 
— more temporary and the toxicity practically 
nil. 

According to the described technique, the cerebral 
patient is not subjected to much danger. Angio- 
graphs taken before and during ganglioparalytic ac- 
tion, and angiographs taken in series with the Hert- 
zog camera prove that the circulatory rate is un- 
changed. The appearance and color of the brain re- 
main normal throughout the operation. 

In an experience with g1 cases, no fatal accident 
occurred. The only untoward incident was noticed 
during the early use of the drug. In 1 case at the 
time of sudden hypotension the patient turned pale, 
the pulse was not perceptible, consciousness was lost, 
respiration approached apnea, and cyanosis occurred. 
The incident was only a state of syncope as occurs in 
orthostatic hypotension. When it occurs it is easily 
corrected by re-establishing the horizontal position. 

The effect of the drug on the brain is less to be 
feared than its effect on the heart. In cases of 
coronary insufficiency, a coronary accident might oc- 
cur in patients suffering from an essential orthostatic 
hypotension although it has never been observed. 

Ganglioparalytic drugs have been withheld from 
aged patients, having been administered only excep- 
tionally to patients over 60 years of age who suffered 
from arteritis or arteriosclerosis. In doubtful cases a 
preliminary electrocardiogram is made to detect any 
cardiac condition which might prove a contraindica- 
tion to the drug. 

This method of controlled hypotension has been 
used in gr cases. The series includes 70 cases of 
cerebral tumors, 7 occurring in the posterior fossa. It 
also includes 7 other cases of intracranial angiomas, 4 
cases of intracranial aneurysms, 5 trepinations, evac- 
uation of 3 subdural hematomas, 1 gasserian neurot- 
omy, and 1 cordotomy. 

Twelve deaths occurred in the series of g1 cases 
(13%). 

The advantages of controlled hypotension in 
neurosurgery consist in the suppression of (or con- 
siderable reduction of) hemorrhage during operation, 
its action on cerebral edema, and the diminution of 
the time of the operation. 

Secondary hemorrhage has been feared when the 
arterial pressure returns to normal. It did not occur 
in the authors’ practice. The venoparesis caused by 
the ganglioparalytic drug differed from the effect 
produced by vasospasm. Blood continued to circu- 
late in the capillaries during the entire hypotensive 
phase. 

The remarkable action of the ganglioplegic drugs 
has permitted an attack on lesions which have for- 
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merly been judged inoperable or only partially re- 
movable. 

The drugs’ action on cerebral edema is rapid and 
none the less striking. Many times the authors have 
established the presence of considerable cerebral 
edema either during ventriculography or ventricular 
puncture and have been surprised to find a supple 
dura mater at operation, and before opening the dura 
would have doubted the presence of an underlying 
tumor. The brain in the region of the tumor pre- 
sents a normal appearance and consistency. The 
convolutions bordering a meningioma free them- 
selves more easily from the tumor, and the bed of the 
tumor is clean without softened areas. 

A decrease in the amount of blood lost during op- 
eration, absence of shock, the suppression of cerebral 
edema, and the reduction of postoperative complica- 
tions attest the value of these ganglioplegic drugs. 

The major indication for the use of controlled 
hypotension is in the treatment of tumors rich in 
blood vessels. 

Old age and cardiovascular complications are the 
chief contraindications to their use. 

They may be used intramuscularly to prepare pa- 
tients 2 or 3 days preoperatively in case of arterial 
hypertension. 

They may be used intravenously to combat cere- 
bral edema, the edema disappearing usually within 
an hour. 

The field of indications of these ganglioplegic drugs 
is constantly being broadened. 

BLACKWELL MARKHAM, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Parenteral Feeding of Infants (Reanimation chez 
Venfant et le nourrisson). M. Bourcrors-GAVAR- 
DIN. Anesthesie, 1952, 9: 461. 


The loss of 1 c.c. of blood from an infant weighing 
5 kgm. is equivalent to the loss of 18 c.c. from an 
adult. The author presents a table giving the aver- 
age blood volume of infants and children from birth 
to 12 years of age, and the amount of blood recom- 
mended for a single transfusion in the absence of 
hemorrhage. For instance, the average blood volume 
for an infant less than 6 months of age is 450 c.c. 
and the recommended amount for transfusion is 
from 35 to 40 c.c. An overdose of transfused blood 
may produce bradycardia, dyspnea, cyanosis, and 
rales. Usually, the first sign for alarm is an irregu- 
larity of the pulse. 

The daily fluid volume requirements vary from 
450 c.c. for a newborn weighing 3,300 gm. to 2,400 
c.c. for a 14 year old child weighing 40 kgm. The 
author gives a table of fluid requirements of children 
of different ages and weights. Daily sodium chloride 
requirements for infants weighing from 2 to 10 kgm. 
and who are a year or less in age vary from 0.5 to 1 
gm.; for an adult they vary from 5 to 6 gm. daily. 

It is well to remember that infants and children 
do not tolerate fluid and electrolyte abnormalities as 
well as adults. 
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For infants less than 3 years old it is usually neces- 
sary to cut down on a vein in order to give a trans- 
fusion. The greater saphenous vein is usually satis- 
factory. The cut down incision should be placed 1 
cm. in front of, and slightly below the medial 
malleolus. The author places a small olive-tipped 
cannula in the vein at this point. Immobilization of 
the infant’s lower extremity with a splint is essential. 

If it is necessary to continue an intravenous in- 
fusion over a long period of time a polythene cathe- 
ter may be inserted into the vein. Usually it remains 
patent for 4 or 5 days without producing thrombo- 
phlebitis and immobilization of the extremity may 
be avoided. 

Infants require 3.96 gm. of protein per kilogram 
per day. For older children the requirement is less, 
and for adults the average requirement is 2.64 gm. 
per kilogram per day. 

Tables given the caloric requirements for different 
age groups are included in the article. 

Hyaluronidase is useful when subcutaneous fluids 
are given as it greatly increases absorption. Its use 
makes possible the subcutaneous administration of 
blood and plasma. FRepERick W. Preston, M.D. 


The Use of Despeciated Bovine Plasma in Human 
Beings (Emploi en clinique humaine d’un plasma de 
bovidés despécifié). Maurice Larcet and Yves 
Cutot. J. internat. chir., Brux., 1952, 12: 346. 


Following appropriate studies in dogs, one hun- 
dred 500 c.c. units of despeciated bovine plasma 
were used in human beings. Intradermal tests, 
performed in some subjects a week before and in 
others a week after the intravenous infusion of the 
plasma, produced no evidence of anaphylaxis except 
for occasional mild febrile reactions. The intraven- 
ous infusions, given to a variety of patients, produced 
noteworthy reactions (chills and fever) in only 
10 cases (13.6%); such febrile reactions are equally 
common following infusions of human plasma. 
Serious reactions occurred in only 2 cases (2.7%). 
In 1 case, in which extravasation took place, urti- 
caria and a temperature rise to 39.2°C occurred; 
in the other case a pulmonary edema type of dyspnea 
occurred. 

The effects of the heterologous plasma infusions 
were thoroughly studied. The blood volume was 
increased in all cases; the increase following several 
transfusions averaged 40 per cent in one series. 
Except in advanced cancer, the increase in serum 
protein level was comparable to that following hu- 
man plasma infusions. The clotting mechanism 
was not affected except that the prothrombin level 
was transiently decreased. The fibrinogen content 
remained unchanged, hematopoiesis was not ef- 
fected, and the erythrocyte sedimentation rate was 
only transiently increased. The urinary excretion 
of ammonia, aminoacids, and creatinine was not 
increased, and no casts, red blood cells, or hemo- 
globin was found in the urine. A substance behaving 
electrophoretically as a polypeptide or albumose was 
particularly noted in subjects with cancer. 
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Despeciated plasma not only precludes homolo- 
gous serum hepatitis but is also cheap and abun- 
dantly available. Jonas BRACHFELD, M.D. 


Effect of Certain Suture Materials on the Respira- 
tory Tract. L. Hyext, P. E. A. NyLANDER, T. M. 
ScHEININ, and MARTTI TURUNEN. Ann. med. exp. 
fenn., 1952, 30: 382. 

No unanimity has been reached as to what is the 
best suture material for the larger respiratory pas- 
sages, such as the trachea and the main bronchi. 
Bronchial fistula has occasionally been present after 
resection for pulmonary tuberculosis. It is this that 
has brought the question of the strength of suture 
material much to the forefront. The formation of a 
fistula cannot always be efficiently avoided. The 
authors endeavored to ascertain (1) whether any of 
the suture materials tested had any bacteriostatic 
effect; (2) what kind of tissue reactions the various 
suture materials produced; and (3) how a tubercu- 
lous infection in bronchial tissue behaved with re- 
spect to different suture materials. 

In a series of tests, Staphyloccocus aureus or 
Escherichia coli was inoculated in Fraenkel’s medi- 
um; various suture materials were placed in the sus- 
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pension and the growth of the bacterial flora in the 
suspension was watched for 6 days. The results sug- 
gested that the bacteriostatic property of silver- 
plated wire is more distinct than that of the other 
materials tested. 

The second phase of the experiment was carried 
out on rabbits. The tracheas were sutured with 
various materials, through and through all layers. 
The results were assessed histologically after periods 
of 10, 20, and 4o days. Signs of acute inflammation 
were marked about the catgut sutures and were more 
marked in the vicinity of silk, nylon, and mersilene 
than in the vicinity of metal wires. Silver-plated 
steel wire produced a distinctly stronger connective 
tissue reaction than did other materials which were 
tested. 

The third part of the experiment concerned tra- 
cheal tissue infected with tubercle bacilli. Tubercu- 
lous granulation tissue was found to extend right to 
the suture made with catgut, silk, nylon, or mersi- 
lene. Metal wire sutures, on the other hand, were 
separated from the tuberculous granulation tissue 
by a connective tissue layer, and this layer was thick- 
est around silver-plated wire sutures. 

KENNETH E. SHERMAN, M.D. 











PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Contribution to the Clinical and Roentgenologic 
Diagnosis of Chordoma of the Base of the Skull 
(Beitrag zur Klinik und zur Roentgendiagnostik des 
Chordoms der Schaedelbasis). L. PSENNER. Fortsch. 
Roentgenstrahl., 1952, 77: 425. 


The first case here reported was that of a 40 year 
old woman who was referred from the eye department 
because of paralysis of the external and internal 
muscles of the right eye for several months, and be- 
cause of partial loss of sight in this eye. The bulbus 
was limited in its movements in all directions, and 
there was a ptosis with narrowing of the palpebral 
fissure. The pupil was rigid and did not react to 
light or accommodation. Vision was 6/60 Jaeger 14. 
The left eye appeared to be normal. 

Roentgen examination disclosed a destructive 
process involving the right processus clinoideus 
anterior. There was an asymmetrical excavation on 
the right side of the sella turcica. The dorsum 
sellae was porotic in its upper half; there remained, 
however, a sharp spiny spicule of bone representing 
the attachment of the ligamentum petroclinoideum 
on the right side. In this area were areas of calcifi- 
cation in streaks and in spots. The processus clinoid- 
eus anterior was absent. 

Because of the calcification processes a diagnosis 
of meningioma was made. Operation was unsuccess- 
ful and the patient died the day following. At 
autopsy the tumor, 4:4 by 5:3 cm., was found to have 
invaded the middle and posterior cranial fossae 
into which it bulged, extending forward to beyond 
the anterior clinoid process, partially destroying the 
right half of the body of the sphenoid, and producing 
a deep indentation in the base of the brain which 
pressed flat the right portion of the optic chiasm 
and the right oculomotor nerve. 

Histologic examination disclosed a chordoma asso- 
ciated with an extensive hemorrhagic destructive 
process. 

The second case, that of a 48 year old woman, was 
also referred to the roentgen department by the 
eye department. The eye symptoms had developed 
rather rapidly. There was paresis of the oculomotor 
nerve—the abducens nerve was free—without other 
involvement of the eye muscles or of vision. 

The roentgen examination disclosed a bean-sized, 
vaguely delimited locus of destruction involving 
concurrently the greater portion of the dorsum sellae 
and the posterior portion of the floor of the sella 
turcica, which posteriorly seemed slightly exca- 
vated. The posterior clinoid process was scarcely 
recognizable. Here again the line of attachment (a 
spicule of shadow) of the liagmentum petrocli- 
noideum was preserved. The destructive processes 
were more pronounced and extensive on the right 
side than on the left. 


Encephalography showed that the cisterna pontis 
was elevated from the clivus and leaned more 
steeply to the anterior. The cisterna chiasmatis 
appeared to be pressed somewhat in a forward 
direction. 

Roentgen therapy (5,800 roentgens) produced 
astonishing results. Even after only 4,000 roentgens 
some movement returned to the bulbus. The eye 
could be opened to some extent voluntarily. With 
the close of the course of therapy the movements of 
the bulbus were almost normal and the roent- 
genologic recheck disclosed a diminution of the locus 
of destruction, the posterior contour of the sella 
again becoming recognizable and the dorsum sellae 
better delimited. 

In neither of these patients were the symptoms or 
the findings characteristic of chordoma. Nothing 
permitted more than a suspicion of the presence of 
a chordoma. Only in the second patient the presence 
of the defect in the clivus would make one suspect 
the presence of a chordoma originating from the 
synchondrosis spheno-occipitalis, as first described 
by Virchow in 1856. However, the importance of 
even this suspected diagnosis is easily understood 
when one considers the poor results of surgery in 
these instances and the possibility of brilliant re- 
sults incident to roentgenologic therapy of these 
highly irradiation-sensitive neoplasms. 

Joun W. BRENNAN, M.D. 


Congenital Longitudinal Stenosis of the Esophagus 
(Partial Atresia), Associated with Diverticulum 
(Stenosi longitudinale congenita dell’esofago (atresia 
parziale), associata a diverticolo). RENzo Bosst. 
Radiol. Med., Milano, 1952, 38: 929. 


The patient, a boy of 5 years, had suffered from 
birth from regurgitation of the mother’s milk. The 
attacks of difficulty with swallowing were at first 
severe and led to evidence of malnutrition in the 
infant; later, however, the swallowing power im- 
proved and at present the child, with habitual ali- 
mentation, seemed in perfect condition. When 10 
months old the swallowing of a grape seed had re- 
sulted in regurgitation of all food for 15 hours. 

The roentgenograms (reproduced in the text), 
three in number and taken at monthly intervals, 
disclosed arrest of the barium suspension at the 
level of the seventh dorsal vertebra, slightly below 
the level of the pulmonary hilus. The proximal por- 
tion of the esophagus was dilated to a caliber of 25 
mm., the walls gradually converging to continue as 
a frankly stenotic tube. This slender esophageal 
lumen continued for a distance of 25 mm., then lost 
its stenotic character, the remainder of the eso- 
phageal tube appearing to be practically normal. 

In addition, there was visualized an odd appear- 
ance of diverticulum, its neck connecting with the 
esophageal lumen slightly below the point of begin- 
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ning of the stenosis and lying behind and to the right 
side of the esophagus itself. This diverticulum was 
composed of two small sacs, one directed orally and 
the other caudally. The sacs were practically equal 
in size and symmetrically placed to one another. 
Just below the aperture to the diverticulum was 
visible a rather sudden backward flexure of the 
stenotic tube. The mucosal pattern of the stenotic 
portion of the esophagus was totally irregular. The 
barium suspension gradually passed through the 
stenotic portion. 

The author believes that the malformation was 
congenital, without, however, progressing to total 
atresia of the lumen and without the complication 
of esophagotracheal fistula. 

The genesis of the diverticulum was harder to 
explain. The absence of a history of symptoms sug- 
gesting bronchial gland involvement and the pos- 
terior position of the diverticular aperture, in the 
author’s opinion, rules out the theory of ‘‘traction 
diverticulum.” The explanation suggested is that 
there was some weakness in the wall at the point of 
the aperture which resulted in the formation of a 
“pulsion diverticulum”—there was no roentgeno- 
logic examination of the infant at birth. The author 
speculates on the possibility of there having been 
present at this point some “fetal rest,” such as an 
island of gastric mucosal tissue with gastric glands 
which became dilated by pulsive effects to form the 
diverticulum. Joun W. Brennan, M.D. 


Radiologica! Considerations with Reference to the 
Operated Stomach (Considerazioni radiologiche 
sullo stomaco operato). RiccARDO LINGUERRI. 
Radiol. med., Milano, 1952, 38: 849. 


Our knowledge regarding the function of the stom- 
ach following various operative techniques (gastro- 
enterostomy, resection) is largely the result of the 
work of the roentgenologist. During the second 
World War theauthor had the opportunity of examin- 
ing an unusually large number of young, healthy in- 
dividuals who had undergone gastroenterostomy or 
resection of the stomach and were thus the most 
suitable type to develop an adequate functional re- 
sponse to the disturbed physiology (chemical and 
mechanical) incident to the operation. While at the 
military hospital at Treviso, Italy, he had the op- 
portunity of examining about 800 operated stom- 
achs and has continued the studies begun there at 
the Civil Hospital di Mestre. At the latter place he 
has been working with Badile who operates upon 
these patients almost exclusively by the Billroth I 
technique. The refunctionalizing processes follow- 
ing the latter operative technique will be the subject 
of a future communication. 

In this article the author wishes simply to present 
the conclusions which his experience so far justifies, 
and such conclusions as he has been able to glean 
from the world literature. In fact, his own experi- 
ences coincide rather closely with those of Vespig- 
nani in his report to the tenth Congress (Radiol. 
med., 1932) as to the existence of a sphincter, or 
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pseudosphincter, effect in the neostomy patients, an 
effect which cannot be ascribed to the assumption of 
sphincter function by the neostomy itself and there- 
fore must be due to an annular spasm of the circular 
muscle layer of the efferent loop of the jejunum be- 
low the anastomotic opening 

Vespignani made his observations on histological 
specimens procured at reoperation on gastroenteros- 
tomy patients. The author, on the other hand, has 
observed such sphincter effects roentgenologically 
and has been able to determine that such hindrance 
to the tumultuous evacuation of the stomach (dump- 
ing syndrome) is rather in the nature of an extensive 
contraction of entire areas of the efferent loop, or 
loops, than that of a single subosteal contraction 
ring. The first loop may fill tumultuously, it is true, 
the osteal opening appearing to be widely patent and 
the initial loop flaccidly dilated. However, the 
mechanical irritation (in resections) and the chemi- 
cal and mechanical stimuli (in simple gastroenteros- 
tomies) produce an increasing reaction (hypertonus) 
in each succeeding loop until the passage of the bar- 
ium meal has assumed the appearance of physiologi- 
cal regularity and normality. 

The efferent loops following the gastroenteros- 
tomies and the resection operations behave in essen- 
tially the same fashion; however, neither the efferent 
loop following simple gastroenterostomy nor that 
following gastric resection (with the exception of the 
Billroth I) ever regains anything like the sphincter 
function observed in the normal pylorus. 

Joun W. BRENNAN, M.D. 


Telepaque: A New Contrast Material for Cholecys- 
tography. J. J. STevenson. Brit. J. Radiol., 
1952, 25: 531. 

Two cholecystographic examinations were carried 
out on each of 85 patients. Pheniodol (biliselectan) 
was used in one examination and telepaque in the 
other. Telepaque produced a lower incidence of 
nausea, vomiting, and diarrhea. It contains 66.68 
per cent of iodine as opposed to pheniodol’s 51 per 
cent and, as would be expected from this, produced 
denser gallbladder shadows. There was more residue 
of the opaque material in the colon with telepaque 
than with pheniodol, but it did not interfere with the 
study of the gallbladder. The optimum time between 
the administration of the drug and taking of the 
radiographs was found to be between 10 and 12 
hours with telepaque. Lois Cowan Cortins, M.D. 


The Course of Testicular Injury Following Acci- 
dental Exposure to Nuclear Radiations. Re- 
port of a Case. WittiAm R. OAKEs and CLARENCE 
C. LusupaucH. Radiology, 1952, 59: 737. 


This is a case report of an accidental exposure to 
slow and fast neutrons and gamma and beta rays of 
various intensities and energies. The dose received 
by this 34 year old man was estimated to be equiva- 
lent to 390 roentgens of 80 kilovolt x-rays and 26.4 
roentgens of gamma rays to the entire body. Though 
clinically unremarkable at the time of admission 

















to the hospital, the patient became nauseated and 
vomited once several hours after admission. This 
disappeared within 12 hours. His subsequent course 
was that of a case of moderate radiation sickness 
with rise in temperature, anorexia, and prostration. 
He was discharged from the hospital on the fifteenth 
day. 

One month after exposure the sperm count was 
5 million nonmobile sperm/ml. Many abnormal 
forms were found. Since the second year 40 to 70 
per cent of the sperm have been mobile. Abnormal 
forms have decreased progressively. In this patient 
the highest counts during the last 2 years were 16 
and 17 million/ml. (20 million/ml. normal for 5 per 
cent of fertile men). Four years after exposure the 
patient and his wife were successful in having a 
second child. 

Testicular biopsies 1o months after exposure re- 
vealed edematous connective tissue. The tubules 
were irregular in size and shape, smaller than normal, 
with thickening of the basement membrane. The 
small arterioles have enlarged collars of fibrous tissue 
and the larger arterioles and small arteries reveal 
focal fibrous replacement of the media and intima. 
Spermatogonia are rare. 

Twenty months after exposure the tests were at 
the lower limits of normal in size, but of normal 
consistency. Spermatogenesis is advanced but pres- 
ent in only a few sections of tubules. Few completely 
atrophic tubules persist. No mature spermia are 
seen. 

The third biopsy was obtained 50 months after 
exposure. Abnormal arteries similar to those seen 
at the first biopsy are still present. Spermatogenesis 
is present in almost all tubules, though not as 
abundant in any as normal. 

The biopsies and the sperm count correlate closely. 
The process of regeneration of the germinal epithelium 
is extremely slow. Morton M. KiicGERMAN, M.D. 


The Diagnostic Value of Arteriography of the 
Iliac Artery in Gynecology and Obstetrics. 
U. BoreELL, I. FERNstROM, K. LInDBLoM, and A. 
WEst™MAN. Acta radiol., Stockh., 1952, 38: 247. 


The authors have, since 1949, studied ror cases 
to determine the diagnostic value of arteriography 
of the iliac arteries. In 70 cases a satisfactory 
filling of the uterine artery was obtained, and a fair 
interpretation of the arteriograms was possible; 
57 of these 70 patients were operated upon later. 

The technique was fairly simple. A tourniquet 
was placed on the femoral artery below the in- 
guinal ligament, and sufficient compression was 
applied to arrest the circulation. After infiltra- 
tion with novocain a needle was used to puncture 
the artery above the tourniquet. The point of the 
needle was pushed upwards into the external iliac 
artery and a blunt stilet was introduced into the 
needle to arrest the bleeding. Arteriography was 
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then carried out. In later cases, the opaque me- 
dium used consisted of one part of a 22 per cent 
solution of dextran (macrodex) and two parts of a 
50 per cent solution of umbradil. As a rule the 
opaque medium was injected in 3 to 4 seconds. 
The first exposure was made toward the end of the 
injection, with 2 further exposures at 2 to 5 sec- 
onds after the first. In the cases in which hystero- 
salpingography was also necessary, the opaque 
medium used for the procedure was injected before 
performing arteriography. 

The number of normal uteri studied was relatively 
small. The uterine artery was filled as far as the 
uterus and other pelvic arteries for the film taken 
toward the end of the injection. On the second 
film the uterine artery including the ascending 
portion to the fundus and some of the intramural 
vessels were filled, while on the third film only the 
intramural vessels were filled. The authors’ series 
included 12 cases of ovarian tumor and 33 cases 
of uterine myoma. Arteriography was carried 
out in 21 cases during pregnancy and in 1 case 
during extrauterine pregnancy. 

The investigation has shown that practically all 
myomas cause typical changes in the appearance 
of the uterine blood vessels. Arteriography, there- 
fore, is of diagnostic value in cases in which it is 
not possible to make a definite diagnosis by vag- 
inal examination. In cases in which a myoma co- 
exists with an ovarian tumor, the correct diagnosis 
may present difficulties. If, however, the arteries 
of both sides are examined it is possible to obtain 
an idea of the size of the myoma as well as of con- 
ditions in general. If, in such cases, palpation re- 
veals a mass larger than that disclosed by bilateral 
arteriography, there are good reasons to suspect 
that an extrauterine tumor co-exists. In some cases 
it was possible to determine the thickness of the 
uterine wall by combining arteriography with 
hysterosalpingography, which contributed addi- 
tional diagnostic information. In some cases the 
abnormal course of the portion of the uterine artery 
which extends through the parametrium enabled 
the authors to diagnose an adnexal tumor; however, 
it was not possible to determine whether the dis- 
placement was caused by a tumor arising from the 
fallopian tubes or by one arising from the ovary. 
In such instances the correct diagnosis depends on 
a critical study of the other clinical features. In 
the cases in which arteriography was carried out 
during pregnancy, the site of the placenta was de- 
termined. The examination, therefore, seems to be 
a valuable aid in the diagnosis of placenta previa 
and other abnormal conditions of pregnancy. In 
extrauterine pregnancy, the arteriograms probably 
produce typical findings which may be of diag- 
nostic value. There were no noteworthy compli- 
cations either at the arteriography itself or follow- 
ing the examination. Frank L. Hussey, M.D. 








CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Treatment of Lymphomatous Diseases with Tri- 
ethylene Melamine. Leo M. MEveEr, STEVEN O. 
SCHWARTZ, ARTHUR SAWITSKY, MILTON R. BEYERS, 
and others. Acta med. scand., 1952, 144: Supp. 272. 


Triethylene melamine (TEM) was first used in 
the textile industry for the improvement of the 
finish of rayon fabrics. Its structural formula 
shows a close relationship to the hydrolysis prod- 
ucts of nitrogen mustard through the presence of 
three ethyleneimin groups. TEM and related 
ethyleneimin derivatives retard the growth of 
mouse carcinoma and sarcoma, reduce the white 
blood cells of leucemic mice to leucopenic levels, 
and seriously reduce the leucocyte count in normal 
mice. Clinical observations in human subjects re- 
ceiving TEM reveal variable success in the amelio- 
ration of symptoms and signs of lymphomatous 
disease with no significant change in those affected 
with epithelial or mesenchymal neoplasms. 

The authors describe their experience with the 
oral administration of triethylene melamine in the 
treatment of 67 patients with acute and chronic 
leucemia, Hodgkin’s disease and lymphosarcoma, 
including reticulum cell sarcoma. The ages of 
these patients ranged from 6 to 81 years. 

With the introduction of TEM for the treat- 
ment of the lymphomas and leucemias, it was 
hoped that several of the disadvantages of nitrogen 
mustard therapy might be obviated. The most 
important of these were: the need for intravenous 
administration; the severe nausea and vomiting 
which frequently followed the administration of 
the drug; the narrow margin of safety; and the 
relative lack of effectiveness in leucemias. The 
first of these disadvantages has been circumvented 
by the oral administration of TEM. Nausea, vom- 
iting, and gastrointestinal disturbances are of less 
severity after the administration of TEM, and only 
rarely are these symptoms of sufficient importance 
to preclude administration of full doses or the re- 
peating of subsequent courses. ‘The margin of 
safety of TEM is much narrower than that of 
nitrogen mustard in the individual patient sensi- 
tive to the drug. Profound and often irreversible 
marrow hypoplasia may follow its administration 
in doses as low as 10 mgm. This effect may occur 
as early as the fourth day, or may be delayed as 
late as the eighteenth day. The greatest danger 
of the drug lies in this unpredictable vulnerability 
of the marrow. 

Triethylene melamine is significantly effective in 
the treatment of the leucemias. In acute leucemia 


(12 cases) this effect includes some temporary al- 
leviation of symptoms, diminution of hypertrophy, 
and improvement of the hematologic status. 


How- 
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ever, the remissions were too short and incomplete 
to recommend the drug as the desirable form of 
treatment for acute leucemia. In chronic leucemia, 
on the other hand, amelioration of symptoms, 
diminution in size of the organs involved by the 
leucemic process, and changes in hematologic find- 
ings occurred with sufficient frequency and for 
long enough periods of time to make the drug a 
valuable adjunct in the treatment of this disease. 
In chronic myelogenous leucemia (9 cases) a worth- 
while improvement may be obtained in about two- 
thirds of cases following 15 mgm. of TEM divided 
into 2 or 3 doses. Maintenance of these patients 
is possible with intermittent therapy following the 
originally administered course. 

The results in chronic lymphatic leucemia (14 
cases) were the best obtained in this series. On 
doses not exceeding 15 mgm. there was an almost 
constant hematologic remission with striking de- 
crease in the size of the liver, spleen, and lymph 
nodes. The remissions induced in this group were 
of longer duration and could be more easily main- 
tained with supplemental doses than in any of the 
other groups. 

In lymphosarcoma (6 cases), remissions were 
moderate, and the lymph nodes showed relatively 
greater reduction in size than either liver or spleen. 
The most efficacious and safest dose was 5 mgm. a 
day for 3 days, or 7.5 mgm. a day for 2 days. Re- 
peated courses of 15 mgm. each were necessary to 
induce a satisfactory clinical remission. 

In Hodgkin’s disease (26 cases), a rather satis- 
factory reduction in size of the lymph nodes, as 
well as liver and spleen, occurred in half of the 
patients, but the clinical remissions ‘were of short 
duration and refractoriness to subsequent courses 
of treatment was common. The results with TEM 
in Hodgkin’s disease seemed inferior to those ob- 
tained with nitrogen mustard therapy. 

The authors emphasize that the ideal dose per 
patient is so highly an individual matter that no 
rules can be formulated. In general, however, pa- 
tients with Hodgkin’s disease and lymphosar- 
coma tolerated the largest doses, while those with 
acute leucemia, chronic lymphatic leucemia, and 
chronic myelogenous leucemia tolerated the least, 
in the order given. Triethylene melamine repre- 
sents a valuable additional agent in the treatment 
of the leucemias and malignant lymphomas if full 
cognizance is taken of its limitations and margin 
of safety. Ear W. CaAuLpweELL, M.D. 


Indications for Thymectomy in Myasthénia Gravis 
(Les indications de l’a tL ectomie au cours de la 
myasthénie). R. S. Schwa> and P. Passouant. 
Presse méd., 1952, 60: 1501. 

Patients with myasthenia gravis who have roent- 
genographic evidence of an enlarged thymus should 




















be subjected to thymectomy as soon as possible. 
Early operation gives good results and prevents 
malignant degeneration of a benign thymoma. 

Thymectomy in patients with myasthenia who do 
not have an enlarged thymus gives best results in 
young subjects between 15 and 35 years. Better re- 
sults are obtained in young women than in young 
men, 70 per cent of the women being benefited and 
30 per cent of the men. 

The presence of germinal centers in a removed 
thymus is a good prognostic sign for recovery. 

The authors have had experience with 50 patients 
subjected to thymectomy. Forty-three were with- 
out a thymoma and 7 had a thymoma. Of those 
without thymomas 6 were completely cured and 
were able to discontinue the use of prostigmin. 
Eighteen patients were greatly benefited and were 
able to lead normal lives but could not discontinue 
the use of prostigmin; the dose of prostigmin re- 
quired for maintenance, however, was approximate- 
ly half of the preoperative dose. Ten patients were 
considered slightly benefited by thymectomy and 
some of the symptoms persisted postoperatively in 
spite of prostigmin. In 5 patients no beneficial effect 
resulted from thymectomy. Four patients died as 
the result of the operation. 

The 7 patients with thymomas all had benign tu- 
mors. One patient was considered cured, 2 patients 
were greatly benefited, 2 were not benefited, and 2 
died as the result of the thymectomy. 

The operation must be undertaken at a time when 
the patient’s disease is controlled as adequately as 
possible. Careful regulation of the postoperative 
medication is also essential for the production of good 
results and to avoid mortality. 

FREDERICK W. PREsTON, M.D. 


Christmas Disease. Rosemary Biccs, A. S. Douctas, 
R. G. MacFariang, J. V. Dacie, W. R. Pitney, C. 
Merskey & J. R. O’Brien. Brit. M. J., 1952, 2: 
1378. 


Seven cases are reported in which the clinical and 
laboratory features, and in 4 of these cases the 
genetic features, of hemophilia were present. Anti- 
hemophilic globulin was found in normal amounts in 
the blood of these patients, but blood thrombo- 
plastin formation was markedly reduced because of 
the deficiency of a specific substance. The eponym, 
Christmas disease, was proposed by the authors after 
the name of the first patient examined in detail. 

The Christmas factor could be obtained most 
readily from serum, and resembled the serum factor 
VII of Koller in some respects. Unlike the latter, 
the Christmas factor was not essential for the action 
of brain thromboplastin. It differed greatly from 
the antihemophilic globulin; blood from patients 
with true hemophilia was as effective as normal blood 
in correcting the coagulation defect in patients with 
Christmas disease. 

A preliminary differentiation between hemophilia 
and Christmas disease was made by studying the 
in vitro effect of proportions of normal and hemo- 
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philic plasma on the calcium clotting time of the 
patient’s plasma. An exact distinction was claimed 
by the authors by using the thromboplastin genera- 
tion test of Biggs et al. (1953). 

The existence of Christmas disease is not only of 
academic interest, but the recognition of the condi- 
tion is of practical importance because the treatment 
is not the same as that for hemophilia. In cases of 
Christmas disease concentrated preparations of 
antihemophilic globulin are ineffective in the treat- 
ment of hemorrhage, whereas stored blood may be 
even more effective than fresh blood. 

Ear W. CauLpwELL, M.D. 


The Problem of the Homologous Skin Graft (Le 
probléme de l’homogreffe cutanée). F. Casy. Sem. 
hép. Paris, 1952, 28: 3056. 

A case of survival of a homologous skin graft from 
mother to child is reported. This graft has contract- 
ed but still seems to be present 2 years later. The 
blood types of the 2 individuals were similar and only 
a slight difference between their Rh factors was 
noted. The author points out that such a survival 
has been rare except in homologous twins. 

In order to outline the problem clearly, histologi- 
cal studies were made of autogenous and homologous 
grafts at various stages. The failure of the capil- 
laries to grow into new skin was noted. Studies of 
blood groups have yielded no new information. The 
use of heat or cold did not change the survival 
period. The relationship of donor to recipient 
seemed to have no influence on this problem. Trials 
with cadaver skin, and with skin from living adults, 
infants, or stillborn were also failures. Grafting from 
another species was also fruitless. An immunity 
seems to exist for skin from another human being 
and comes into play as soon as the recipient’s ves- 
sels reach the graft. Studies with cortisone and 
ACTH have also failed to solve this problem. 

The author concludes that a homologous skin 
graft is only a temporary adjuvant in the treatment 
of burns and wounds, and that survival beyond a 
few weeks is highly improbable. 

Tuomas C. Douctass, M.D. 


DUCTLESS GLANDS 


Tumors of the Hypothalamopituitary Region (Tu- 
mores hipotélamo-hipofisdrios). D1oGo Furtapo. 
Acta endocr., Ibérica, 1952, 2: 23. 


The pathological and clinical aspects of tumors of 
the hypophysis and hypothalamus are discussed. 

The following hypothalamopituitary tumors are 
studied: (a) true pituitary tumors, (b) tumors of the 
third ventricle, such as craniopharyngiomas, col- 
loidal cysts, and the less frequent chordomas, 
cholesteatomas of the clivus, suprasellar meningio- 
mas, and other neoplasms accidentally appearing in 
this location. 

Pituitary adenomas are divided in three types: (a) 
chromophilic adenomas, (b) chromophobic adeno- 
mas, and (c) basophilic adenomas. 
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Pituitary tumors usually appear in individuals 
between 37 and 41 years of age and make up 70 per 
cent of the tumors of the hypothalamopituitary 
region. F 

The chromophobic tumors represent 85 per cent 
of the pituitary adenomas, while the chromophilic 
tumors represent 14.5 per cent and the basophilic, 
0.5 per cent. 

Hypophyseal tumors at the beginning are intra- 
sellar in location and as they grow they enlarge the 
sella turcica and compress the optic chiasm. Later 
the third ventricle may be blocked and blood ves- 
sels, such as the sinus cavernosus, may be com- 
pressed. 

The macroscopic and microscopic aspects of the 
three types of tumor were also studied. 

Craniopharyngiomas are known by different 
names, such as Erdheim tumors and third ventricle 
cysts; they are the most common tumors of the 
group, except for the pituitary adenomas. They are 
frequently found in childhood, although most of 
them are found in individuals between the ages of 13 
and 23 years. Craniopharyngiomas occurred in 
more than 5 per cent of the author’s cases of intra- 
cranial tumors. 

The development of the macroscopic and micro- 
scopic aspect of these tumors was studied. 

The symptoms of the pituitary tumors are 
divided in two groups: in one, they are due to com- 
pression and in the other, they are due to endocrino- 
logical disturbances. Cephalic and visual field de- 
fects are the usual symptoms due to compression. 

The relation between tumor and the optic chiasm 
was studied. 

Two of the author’s patients had sudden blind- 
ness due to hemorrhage in the tumor itself. 

Roentgenological interpretation is sometimes dif- 
ficult because it is not always easy to decide just 
when a cell may be considered normal. Great en- 
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largement and destruction of the cells usually are 
caused by chromophobic tumors. 

Other roentgenological examinations may be of 
great help, such as tomography, pneumoencephal- 
ography, and ventriculography. 

The endocrinological symptoms are due to acro- 
megalia, hypophyseal gigantism, Cushing’s syndrome, 
hypophsial myxedema, diabetes insipidus, and Sim- 
mond’s cachexia. Illustrations of some of these syn- 
dromes are shown. 

The symptoms of hypothalamic tumors are di- 
vided as follows: (a) hypertensive symptoms, (b) 
roentgenological symptoms, (c) symptoms due to 
compression of the neighboring structures, and, 
finally, (d) symptoms due to the hypothalamic 
tumor itself. 

Cranial hypertension is usually very great and 
occurs early. 

The presence of intracranial calcifications is the 
principal roentgenological sign of these tumors. 

Compression of the neighboring structures usually 
occurs in craniopharyngiomas and frequently pro- 
duces symptoms similar to those of lesions of the 
hypophysis, such as dystrophia adiposogenitalis, in- 
fantilism, and metabolic disturbances. 

The cranial nerves mostly affected by craniopha- 
ryngiomas are those concerned with motor function. 

Hess has greatly contributed to our present day 
knowledge of the hypothalamus. In his studies two 
kinds of phenomena were observed: motor responses 
and voluntary extrapyramidal movements. Accord- 
ing to our present knowledge of the hypothalamus 
in man, this organ is associated with sleeping dis- 
turbances, body temperature modifications (with no 
signs of infection), alterations of the sexual instinct, 
blood modifications (leucocytosis), disturbances of 
the carbohydrate metabolism (diabetes), exaggerated 
appetite, and even epilepsy and various types of 
psychic disturbances. Joao B. Vianna, M.D. 








